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PROLOGUE
In the Greek oral folk tradition there exists a story to 
e x p lain how dise a s e  came upon mankind and it goes as 
follows.
B a c k  in the b e g i n n i n g  of t i m e  t h e y  t r a p p e d  
illnesses in sachets, and buried them in the great 
walls of the city. Then, many years after, during 
the revolution the wall fell into pieces. The new 
people found the sachets, opened them - as they 
didn't know what was in them - and the illnesses 
fell mercilessly upon everyone.
One of those diseases, the worst one, went around 
each night from house to house and randomly blew 
her poisonous breath leaving a mark on every house 
s h e  t o u c h e d  u p o n ,  and that m a r k  c o u l d  n o t  be 
removed ever, by anyone. Not even to this present 
day.
(Politis, Nikolas, Studies on the 
Life and the Language of the Greek 
People, TRADITIONS, Vol. II p . 553., 
Hi s t o r i c a l  R esearch Bubl, A t hens 
1904).
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SUMMARY
In every g e n e r a t i o n  there appears to be one dreadful 
disease which threatens to bring death to the human race. 
In the 19th Century it was tuberculosis that was feared. 
In this century, until the advent of AIDS, the disease 
that has had the most horrific associations in the minds 
of the public at large has been cancer. Yet over recent 
years development in treatment procedures have meant that 
a diagnosis of cancer is no longer the inevitable death 
sentence it once was. Even when it is terminal, treatment 
can ease and prolong the period of survival. This thesis 
explores the extent to which conceptions of cancer have 
kept pace with the developments in understanding of its 
treatment in Greece,
The i m portance of s t u d y i n g  the place of cancer in the 
notions that p e o p l e  have of disease d e r i v e s  from the 
g r o w i n g  l i t e r a t u r e  t h a t  s h o w s  the s i g n i f i c a n c e  of 
psychological processes in the aetiology and effects of 
p h y s i c a l  i l l n e s s .  A v a r i e t y  of r e c e n t  s t u d i e s  h a v e  
d e m o n s t r a t e d  that the e x p e c t a t i o n s  and social context 
within which diseases occur are directly related to the 
biological defences that help to overcome those diseases. 
There is t h e r e f o r e  a need to u n derstand how cancer is 
presently viewed both by those who suffer from it and by 
those involved in n u r s i n g  and treating the sufferers. 
This knowledge may then act as a base for future studies
1
of the psychological processes involved.
Any examination of conceptualisations of cancer related 
illness must cope with two critical constraints. First it 
must place cancer within the framework of other serious 
i l l n e s s e s .  S e c o n d l y ,  it m u s t  a l l o w  r e s p o n d e n t s  to 
indicate their own views unfettered by any preconceptions 
of the researcher. To achieve this a number of special 
proce d u r e s  were developed. Using these, studies were 
carried out with Doctors, Nurses, members of the public 
and cancer patients.
In the first set of studies it was discovered that there 
is very little difference between doctors and nurses in 
t h e  w a y  t h e y  c o n c e p t u a l i z e  d i s e a s e ,  a n d  in t h e i r  
classification "schema" of illnesses. Using an open-ended 
multiple sorting procedure with two groups of doctors and 
three groups of nurses it was found that categorizations 
w e r e  m o s t l y  b a s e d  on the c r i t e r i o n  of p r o g n o s i s  and 
e xpec t e d  outcome for the different illnesses. Results 
showed a common pattern, revealing a general order across 
professionals' conceptions of different diseases, from the 
least serious to the most serious. All five groups of 
p r o f e s s i o n a l s  were found to d i f f e r e n t i a t e  cancerous 
diseases from other illnesses. Also nurses and doctors 
perceive every single cancer as being very serious with 
very bad prognosis and with an expected outcome of death.
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The results from this investigation support the idea that 
cancerous disease has maintained some unique associations 
which d i f f e r e n t i a t e  it from other d i s e a s e s  of equal 
seriousness and u n c e r t a i n t y  (e.g. - m u l t i p l e  s clerosis 
which is untreatable and lethal, and myocardial infraction 
which is quite u n c e r t a i n  in terms of p r o g n o s i s ) .  Thus 
cancer as a concept per se is treated by the experts in a 
t o t a l l y  d i f f e r e n t  w a y  f r o m  o t h e r  i l l n e s s e s  a n d  the 
existing attitudes towards this "concept" are thought to 
be a l m o s t  the s a m e  as t h o s e  t h a t  w o u l d  be t o w a r d s  a 
"doomed", and "cursed" case.
Based on the fact that the information passed on to the 
lay p o p u l a t i o n  relies m o s t l y  on the p r o f e s s i o n a l s  who 
establish a general f r a m e w o r k  on which the n o n - e x p e r t s  
o r g a n i s e  t h e i r  g e n e r a l  c o n c e p t u a l  s c h e m a ,  it was 
hypothesised that lay perceptions would probably emerge as 
being in line with the e x p e r t s  a ttitudes and beliefs. 
A lso the relative w e i g h t s  of the c r i t e r i a  used by the 
medical staff for d i f f e r e n t i a t i n g  d i s e a s e s  into groups 
could have a strong relationship to the way people think 
and c l a s s i f y  d i f f e r e n t  i l l n e s s e s  w i t h i n  t h e i r  o w n  
"conceptual schemata".
The objective of the second phase of resea r c h  was to 
identify the role and the power a s s i g n e d  to d i f f e r e n t  
aspects of disease by laymen.
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The construction of the scenaria which then served as the 
main tool for this investigation was based on the idea of 
facet approach. Five facets were chosen from the ones 
used by the e x p e r t s  to c l a s s i f y  d i s e a s e s  (criteria) 
considered as the most representative and complete set to 
describe the universe of content being described.
T h e  s t r u c t u p l e s  of t h e s e  f i v e  f a c e t s  w e r e  u s e d  to 
construct a questionnaire which was then administered to a 
random sample of the lay population of Athens. The facets 
were (A) Disease specification which had the elements of 
being or not a cancerous disease (B) Seriousness, the 
elements of w h i c h  were, "being" or "not" serious. The 
same elements were used for facet (C) Treatability and (E) 
Pain. There was also facet (D) "Quality of life" which 
had an element of good q u a l i t y  and an element of bad 
quality.
The struc t u p l e s  were in the form of short "cases" of 
different patients and the respondents had to rate each of 
these "cases" on five different scales. The results of 
this study shed light on the research q u e s t i o n  as to 
whether different aspects of the concept of disease have 
d ifferent "weight" and value in the m i nds of the n o n ­
e x p e r t s  a n d  c o n s e q u e n t l y  to the f o r m a t i o n  of t h e i r  
attitudes and b e l i e f s  towards the d i fferent illnesses. 
T h e  r e s u l t s  r e v e a l e d  t h a t  f a c e t  (A) w h i c h  w a s  t h e
4
specification of disease as being cancer or not cancer had 
t h e  g r e a t e s t  p o w e r  of a l l ,  f o l l o w e d  b y  f a c e t  (C) 
treatability, which proved to be the second most important 
aspect of the illness in the minds of the people.
A subs e q u e n t  study e x p l o r e d  the concept of disease and 
medicine in general from another point of view, the focus 
being on words and the associations that different words, 
like names of diseases have for people. The respondents 
were asked to w r ite next to each word a p p e a r i n g  in the 
questionnaire administered to them anything that came into 
t h e i r  m i n d s  w h e n  t h e y  s a w  or h e a r d  t h a t  w o r d .  
S u r p r i s i n g l y  e n ough the results reve a l e d  that the word 
"cancer" and the words "cancer p atient" had similar
a ssociations. On the other hand the words that laymen
associated with other illnesses and patients included in 
the questionnaire were distinct. This confirmed again the 
general hypothesis that cancer is a concept that elicits 
an immediate emotional response which differentiates it 
from all other diseases, extending this perception to the
patients who suffer from it.
How do cancer patients feel about disease? What are their 
f e e l i n g s  a b o u t  c a n c e r  in g e n e r a l  and t h e i r  v e r y  o w n  
illness in p a r t i c u l a r ?  The answers to these q u e s t i o n s  
were the principal goal of the last study of the thesis, 
where cancer patients were the respondents.
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Cancer patients were interviewed by the researcher and a 
common pattern emerged after the content analysis, which 
gives a general impression that these patients are afraid 
of what they have got despite the fact that they might or 
might not know that they had cancer. This fact could be 
due to the nature of their disease being hid from them. 
Also the cancer patients had no plans for the future as if 
they did not think they would have any future. Some of 
them completed a multiple sorting task with diseases and 
the results revealed that all of them, even those who knew 
they had cancer, did not perceive cancer in any other way 
than being d i s t i n c t l y  d i f f e r e n t  from any other e q u a l l y  
serious illness.
From the overall research done on this thesis the idea of 
cancer being a " s t i g m a t i s e d ” d i s e a s e  was confirmed by 
experts, non-experts and sufferers. The implications for 
o t h e r  l i f e  t h r e a t e n i n g  s y n d r o m e s  n o t a b l y  b e i n g  H I V  
positive are discussed, as well as the need for education 
and training to p r o d u c e  more p o s i t i v e  and s u p portive 
treatment environments.
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CANCER: DEFINING THE SUBJECT OF INQUIRY
CHAPTER 1
In r e c e n t  y e a r s  p e o p l e  f r o m  a v a r i e t y  of d i f f e r e n t  
disciplines have begun to recognise that cancer related 
d i s e a s e s  a r e  n o t  s o l e l y  o f  c o n c e r n  t o  m e d i c a l  
practitioners.
Cancer not only creates p s y c h o l o g i c a l  c o n s e q u e n c e s  for 
those who suffer from this disease but there is growing 
evidence that psychological factors may play a role in the 
c a u s a t i o n  a n d  d e v e l o p m e n t  of t h e  d i s e a s e .  A s  a 
consequence, there has been considerable theoretical as 
w e l l  as p r a c t i c a l  i n t e r e s t  in u n d e r s t a n d i n g  t h e  
psychological context in which cancer exists.
1.1 PSYCHOLOGICAL FACTORS AFFECTING PROGNOSIS OF CANCER - 
HISTORICAL BACKGROUND AND RECENT TRENDS.
The n o t i o n  that e m o t i o n a l  e x p r e s s i o n  and d i s t r e s s  is 
related to the onset and course of cancer is an ancient 
one.
In Le Shan's "Psy c h o l o g i c al  states as factors in the 
d e v e l o p m e n t  of m a l i g n a n t  d i s e a s e "  one c a n  f i n d  an 
interesting critical review of the historical facts (1959 
p p . 1-18). In the second c e n t u r y  the p h y s i c i a n  Galen
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observed that melancholic women developed breast cancer 
more often than did s anguine women, (Hueper, W. 1942). 
Much later in 1701 Gendron wrote that women with serious 
depression and high anxiety were likely to develop cancer. 
Nearly a hundred years later Walshe (1846) published his 
treatise "The nature and treatment of cancer". This 
became the definitive work of the period. He wrote that 
"moral emotions p r o d u c e  d e f e c t i v e  innervation, this 
perversion of nutrition in turn causes the formation of 
carcinoma" (Le Shan, 1957 p. 3).
About the same time, James Paget (1870) in his surgical 
p a t h o l o g y  s u g g e s t e d  that "the cases are so frequent in 
which deep anxiety, differed hope and disappointment are 
q u i c k l y  f ollowed by the g r o w t h  and increase of cancer, 
that we can hardly doubt that m e n t a l  d e p r e s s i o n  is a 
"weighty" addition to the other influences favouring the 
development of the cancerous constitution."
B e t w e e n  1 8 70 a n d  1 8 9 0  a s u r g e  o f  " p s y c h o s o m a t i c "  
state m e n t s  about cancer a p p e a r e d  in the literature, 
Herbert Snow for exam p l e  d i s c u s s e d  the p r o b l e m  in his 
books; his general view appears to have been that, intense 
em o tion could cause a loss in v i t a l i t y  and weaken the 
individual's ability to resist cancer (Snow 1883).
Ephraim Cutter (1887) at about this time noted: "Mental
depression is too often an element in cancerous cases to
be overlooked". Cutter went much further. He believed 
t h a t  the d i s e a s e  c o u l d  be c u r e d  by s t i m u l a t i n g  a n d  
exercising the patient's will to live (Le Shan^l957 p. 3).
D u r i n g  the p e r i o d  b e t w e e n  1 9 0 0  - 1 9 2 5  the f i e l d  of 
p s y c h o a n a l y s i s  came into existence. This included the 
concept of the human "psyche" which made it possible to 
investigate many hitherto hidden facets of perception and 
response.
Groddeck (1934) wrote on the subject conceiving cancer as 
being an "acting out" of deep frustrations on the part of 
the body.
During the 1 9 5 0 's and 1 9 6 0 's interest in the association 
b e t w e e n  e m o tion and cancer incre a s e d  and a l i t e r a t u r e  
developed around the notion of cancer as a psychosomatic 
illness. This l i t e r a t u r e  was set very much w i t h i n  a 
psychodynamic framework and appeared to show that cancer 
c o u l d  b e  l i n k e d  t o  s p e c i f i c  b e h a v i o u r a l  s t y l e  or 
p e r s o n a l i t y  or that d i s e a s e  tended to be p r e c e d e d  by 
emotional distress (Cox 1982).
Green (1956) attempted to relate life change experiences 
to cancer. He r eported e v i d e n c e  of signi f i c a n t  losses 
shortly before the onset of Leukaemia and Lymphoma in the 
majority of women and children he studied.
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A link between recent history of loss (and hopelessness), 
and cancer was also indicated by the work of Schmale and 
Iker (1966) and more r e c e n t l y  by Spence (1979). Yet, 
throughout all these centuries one general framework has 
remained constant about cancer. The psychological status 
of the patient could not be ignored throughout the period 
of the onset and the c o u r s e  of the d e v e l o p m e n t  of the 
disease.
F r o m  1950 o n w a r d  t h e r e  is a g r o w i n g  f l a v o u r  in the 
existing literature focusing more on the effects of the 
p s y c h o l o g i c a l  factors on p r o g n o s i s  rather than on the 
aetiology of cancer.
In one of the earl i e s t  s y s t e m a t i c  i n v e s t i g a t i o ns  of 
psychological influences on cancer growth and prognosis, 
Blumberg, West and Ellis (1954), used survi v a l  time to 
reflect the rate of disease progression.
Klopfer (1957) claimed to be able to distinguish patients 
with slowly p r o g r e s s i n g  cancer by using the p r o j e c t i v e  
Rorschach inkblot test. He reported that long survival 
was related either to successful denial of reality or to 
the mature calm acceptance of it.
Le S h a n  a n d  G a s s m a n  (195 8 )  t e n d e d  to s u p p o r t  t h e s e  
f i n d i n g s .  In the i n v e s t i g a t i o n  of D a v i e s  (1973) on 
p a t i e n t s  w i t h  m e t a s t a t i c  c a n c e r  or h a e m a t o l o g i c a l
10
neoplasms, an a s s e s s m e n t  of pati e n t s  was done on mood, 
a t t i t u d e ,  d e g r e e  o f  d i s t r e s s  a n d  a d a p t a t i o n a l  
c a p a b i l i t i e s .  It w a s  f o u n d  t h a t  h i g h  s c o r e s  on an 
"apathetic given up" factor were s t r o n g l y  related to a 
shorter survival time.
Physicians, have also reported psychological differences 
between those cancer patients who do well (survive longer) 
and those who do poorly (quickly give in to the disease). 
In an address to the society of surgical oncology, Miller 
(1977) expressed the opinion that those patients who are 
apprehensive about their disease usually do poorly even 
though treated in an early stage of their disease, whereas 
those who "deny the i m p l i c a t i o n  of cancer" may do well 
e v e n  if t r e a t e d  at a l a t e r  s t a g e .  T h i s  a r g u m e n t  of 
patients doing well whenever they "deny the implications 
of cancer" may very well raise the question of what is the 
meaning of "cancer implications" in people's mind so that 
if t h e y  d e n y  t h e m  the o u t c o m e  of the d i s e a s e  m a y  be 
better. On top of that the argument could expand to the 
fact that the actual diagnosis of cancer could elicit odd 
reactions from the sufferers.
Laxenaire and his colleagues (1971) have described intense 
anxiety and suici d a l  p r e o c c u p a t i o n s  as a r e s p o n s e  to a 
positive cancer diagnosis.
Furthermore Craig and Abeloff (1974) report high levels of
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d e p r e s s i o n  in o n e  h a l f  of t h e i r  c a n c e r  p a t i e n t s  and 
elevated anxiety in one third.
What became a very i m p o r t a n t  element in the last two 
decades in research, is the crucial parameter that "part 
of the c a n c e r  p a t i e n t s '  r e s p o n s e  m u s t  be r e l a t e d  to 
general feelings about diseases and that cancers are an 
emotional subject within the population as a whole" (Cox 
et al 1982 p. 384). This relatively new statement brings 
into light a new trend in the research of psychological 
f a c t o r s  a f f e c t i n g  the c o u r s e  of c a n c e r ;  t h a t  is the 
"image" that cancer has within the population.
If psychological factors are proved to be significant in 
the development of cancer then the public concept ion of 
cancerous diseases is important. There is therefore great 
r e a s o n  w h y  t h e r e  s h o u l d  be an u n d e r s t a n d i n g  of w h a t  
dominant set of ideas is associated with cancer.
1.2 PUBLIC IMAGE OF CANCER
Susan Sontag (1979) in her book "Illness as a Metaphor" 
s t a t e s :  " T w o  d i s e a s e s  h a v e  b e e n  s p e c t a c u l a r l y  and
s i m i l a r l y  e n c u m b e r e d  by t h e  t r a p p i n g s  of m e t a p h o r :  
"tuberculosis" and "cancer". "Cancer that fills the role 
of an illness experienced as a ruthless secret invasion - 
a role it will keep, until, one day, its aetiology becomes 
as clear and its treat m e n t  as e f fective as those of TB
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have become."
Karl Meninger in "The vital Balance" has observed that the 
very word cancer is said to kill some patients who would 
not have s u c c u m b e d  (so quickly) to the m a l i g n a n c y  from 
w h i c h  t h e y  s u f f e r .  He r e c o m m e n d s  t h a t  p h y s i c i a n s  
generally abandon "names" and labels which would mean, in 
effect, increasing secretiveness and medical paternalism. 
It is not naming as such that is pejorative or damming but 
the name "cancer" and its unique attributes. The solution 
is hardly to stop telling cancer patients the truth, but 
to d e m y t h i c i s e  it a n d  r e d u c e  i t s  i m a g e  of t o t a l  
destruction (Sontang 1979 pp. 5-7).
It has been shown that there is c o n s i d e r a b l e  p e s s i m i s m  
about cancer in the m e d i c a l  p r o f e s s i o n  itself, (Easson 
1967) and it is disturbing to conceive the outcome of a 
consultation between a pessimistic patient and an equally 
pessimistic physician.
"The spur to action against cancer by both patient and 
doctor should spring from a sense of c o n f i d e n c e  that 
m o d e r n  m e t h o d s  of t r e a t m e n t  o f f e r  d e f i n i t e  h o p e  of 
success.." In 1967 when Easson was ringing the bell about 
p e s s i m i s m  he had r e c o m m e n d e d  " t e a c h i n g  m o r e  d e t a i l  
concerning the prognostic features of tumours in different 
anatomical sites" (p. 7).
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Interestingly enough, almost twenty years later Patricia 
H o b b s  in her a r t i c l e  " P u b l i c  a t t i t u d e s  and c a n c e r  
education" (1984) talks about the same problem. The
problem seems to be still there.
Cancer is c o n sidered now w i t h o u t  any doubt a "stigma". 
Cancer is the synonym of death and obviously one can infer 
that " s tigmatized cancer p a tients" even if s c i e n t i f i c
p r o g n o s i s  s h o u l d  g i v e  t h e m  h o p e  a r e  c o n s i d e r e d  by
themselves and by their associates as doomed.
"It is likely that individuals who are diagnosed as having 
cancer, have some sociological and psychological problems 
in c o p i n g  w i t h  the s i t u a t i o n "  ( M i l l e r ,  D e n n e r  a n d  
Richardson 1976 p. 161).
The- popular attitudes toward cancer result in setting it 
apart from other types of illness as an object of fear 
(Senesku 1963), and it has been suggested that there is a 
growing a t m o s p h e r e  g i v i n g  rise to the p h e n o m e n o n  of 
"cancer phobia" leading to an attitude of hopelessness in 
many people including many specialists.
In a study conducted by Albrecht (1982) focusing on the 
social distance kept from the "stigmatized", it emerged 
not only that cancer is considered as a reason for being 
s t i g m a t i z e d  - t h i s  t a k e n  for g r a n t e d  - but a l s o  t h e  
condition of having cancer is more "obtrusive than other
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types of s t i g m a . . . s o  it is c o n s i d e r e d  r e a s o n a b l e  that 
greater social d i s t a n c e  is expressed", {p. 1322) In
support of the above studies on social distance have also 
been conducted by other researchers like Le Shan, Bowers, 
and Jackson (1964) and Kalish (1966).
N e v e r t h e l e s s  o n e  c o u l d  a r g u e  t h a t  w h e n  a s t u d y  is 
c o n d u c t e d  to i n v e s t i g a t e  the "stigma" and the "social 
d i s t a n c e " ,  f r o m  the o b j e c t  in q u e s t i o n -, t h e r e  is a 
considerable bias in the research assuming that the object 
can be taken for granted as stigmatised.
In o t h e r  w o r d s ,  it is p o s s i b l e  t h a t  t h e  m e s s a g e  has 
already been passed to the respondent that the object to 
be considered is de facto stigmatized. Then when asked to 
e v a l u a t e  the q u a l i t y  a n d / o r  q u a n t i t y  of the s t i g m a  
attri b u t e d  to the d i f f e r e n t  c oncepts in quest i o n  and 
assess the d i s t a n c e  that he would keep from them, the 
respondent is merely reacting to the researcher's bias. 
Albreht also notes Goffman's remark that stigma refers to 
negative evaluations of "different attributes that leads 
us to reduce the offender in our mind, from a whole and 
usual person to a tainted and discounted one." (p. 1319).
A dise a s e  like cancer that is treated as a m y s t e r y  and 
acutely enough feared will be felt to be morally, if not 
literally contagious.
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A c c o r d i n g  to Kleiman et al (1977) cancer and death are 
ir r e v o c a b l y  linked in the minds of people. The word 
cancer evokes a "graveyard shudder". There is a strong 
impression that cancer patients often tune in with this 
response and socialise into the dying role months and even
years before clinical death is impending.
The idea of "social death" has been described by Kalish 
(1968) as the p r o c e s s  by w h i c h  persons are treated as 
though they were already dead, by friends, relatives and 
Hospital personnel. G o f f m a n  (1963) e s s e n t i a l l y  argues 
that other people intentionally or unintentionally "force" 
the stigmatized to play the role laid down for them.
It is easy for a patient to detect even the most delicate 
changes in the family's and care-giver's actions and thus 
incorporate their perception into his own belief system. 
This may s t i m u l a t e  feelings of h o p e l e s s n e s s  leading to 
self perceived social death and the hastening of clinical 
death. If this is true the influence of it in the course 
of treatment of cancer may be crucial.
The subject of c o n cern w h i c h  may be thought of as the
"Public image" is b a s i c a l l y  formed out of the way that 
people conceive the object in question. There are many 
f r a m e s  t h r o u g h  w h i c h  it is a s s u m e d  t h a t  p e o p l e  
conceputalize the world around them. The one which seems 
to fit best to the present thesis has been discussed by
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George Kelly and is called the "Construct system".
In his book "The Psychology of Personal Constructs" (1955) 
he argued that people actively make sense of their world. 
He p r o p o s e d  that the u n i v e r s e  is r e a l ,  t e m p o r a r i l y  
constituted and therefore only properly understood as it 
exists in time. He also made the point that events are 
interrelated, and that those interpersonal things that we 
call beliefs, or feelings are as real and substantial as 
events which are external to the individual.
According to Kelly man is an agent who makes sense of the 
world by actively construing it. Men can only know the 
world in terms of the constructions they place upon it and 
the limits of men's constructions are the limits of their 
imagination. Each man, says Kelly, builds for himself a 
model that will enable him to u n d e r s t a n d  what happens 
about him. This "representational scheme" as he calls it 
takes the form of a construct system. It is a construct 
s y s t e m  b e c a u s e  c o n s t r u c t s  a r e  t h e  m e a n s  w h e r e b y  he 
construes the world, and it is a construct system because 
constructs are organised in a coherent way (Kelly 1972).
Based on his own " r e p r e s e n t a t i o n a l  scheme" each p e rson 
a t t e m p t s  to fit the r e a l i t i e s  of w h i c h  the w o r l d  is 
composed. It is assumed that each individual employs his 
personal constructs to forecast events.
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F r o m  t h i s  s c h e m e  a n y  set of c o n c e p t s ,  e n t i t i e s  and 
attributes given in a certain object would create what one 
can call the "public image" of this concept.
R e l a t e d  to t h i s  v i e w  in his b o o k  " T h e  P s y c h o l o g y  of 
Interpersonal Relations" Heider (1958) was concerned with 
the "rules of inference", by which the layman goes beyond 
the p u r e l y  b e h a v i o u r a l  e v i d e n c e  ( w h i c h  he g e t s  by 
observing the actions of others and their consequences) 
when he infers the opinion, attitudes motives etc. of that 
particular other which would account for those actions.
One old traditional definition of attitudes has been posed 
by Sherif (1969) where he e m p h a s i s e s  that "attitude 
f o r m a t i o n  i n v o l v e s  t h e  f o r m a t i o n  o f  c a t e g o r i e s  
encompassing a small or large number of specific items..." 
p. 3 3 5 .  M o r e  s p e c i f i c a l l y  " . . a n  a t t i t u d e  is t h e  
individual's set of categories for evaluating a domain of 
stimuli (objects, persons, values, groups, ideas etc.) 
which he has established as he learns about that domain 
and which relate him to subjects within the domain with 
varying degrees of positive or negative effect..." p . 337. 
T h e r e f o r e  a t t i t u d e s  towards a c e r t a i n  object could be 
revealed out of the categories formed by men and the way 
they link that object to these categories.
Many p s y c h o l o g i s t s  have e m p h a s i s e d  that the abil i t y  to
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function in the world relates closely to the ability to 
form categories and to construct systems of classification 
(e.g. Bruner 1956; Rosch 1977). Thus, an understanding of 
the categories people use and how they assign concepts to 
those c a t e g o r i e s  is one of the main steps towards the 
understanding of human behaviour. As a consequence, one 
of the important questions for the present thesis could 
possibly be based on the nature and organisation of the 
concepts that people have, specific to the issues being 
e x p l o r e d  w h i c h  is d i s e a s e s  in g e n e r a l  a n d  c a n c e r  in 
particular. C o n s e q u e n t l y  a close i n v e s t i g a t i o n  of the 
c o n ceptual s y s t e m  of people towards d i f f e r e n t  dise a s e s  
could possibly reveal fundamental qualities pertaining to 
each one of them. And on the other hand if one studies 
the emotional correlation of a related set of diseases, 
then those emotional aspects are likely to be part of the 
definition of disease as a concept per se.
In c o n c l u s i o n  by r e v e a l i n g  the i n d i v i d u a l ' s  set of 
categories adopted for evaluating the domain of illnesses 
one can clearly infer the general attitudes towards them 
and then evaluate the public image of cancer, where public 
image is c o n s i d e r e d  to be a p ossible general p a t t e r n  
consisting of a coherent set of categories, concepts and 
attributes for a certain object (cancer).
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CHAPTER 2
CONCEPT OF DISEASE
The sense of a term goes beyond definition alone. It is 
what must be grasped in order to understand the term when 
it is used. It e x p l a i n s  what c r i t e r i a  or essences a 
phenomena must have, in order to be labelled properly by 
the term in question. The defining characteristics of a 
term thus summarise and give information about the sense 
of a term. The concept of disease usually refers to some 
deviation from normal functioning which has undesirable 
consequences.
Throughout the history of medicine health has been seen as 
a condition of equilibrium, and illness has been viewed as 
the disruption of a balanced state. The idea of balance 
d o m i n a t e d  H i p p o c r a t i c  m e d i c i n e  in the fifth and fourth 
centuries B.C., and such ideas continue to persist today 
in many forms, varying in their scientific authenticity. 
Health and d i s e a s e  t h e r e f o r e  are not entities. These 
concepts are used to characterise a process of adaptation 
to the changing demands of life, and the changing meanings 
we give to living (Mechanic 1968 pp. 15-18).
2.1 PUBLIC IMAGE OF HEALTH AND ILLNESS
The meaning of health and illness and their significance 
for the society emerges through individual experience and
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the views curr e n t  in s o c i e t y  w hich reflect its values. 
"To be ill or well would appear at first sight to be 
essentially an individual rather than a shared experience. 
And yet this kind of i n c o m m u n i c a b i l i t y  involves some 
relation to others, "A person is ill or well not only for 
himself, but also for society as a function of society" 
(Herzlich 1973, p. 1).
Health and illness, therefore are experienced and thought 
of by the i n d i v i d u a l  in r e f e r e n c e  to society. Thro u g h  
health and illness, the individual takes his place in the 
constraining society, or is excluded from it.
According to Parson (1951) p . 430 "Health and illness are 
viewed as a demand and response in the functioning of a 
social system." On the other hand Herz l i c h  argues that 
illness may be seen as a form of deviance, motivated by 
the demands made by the society on the individual. The 
"sick role", i.e. the norms of behaviour which society, 
(for example those in contact with the patient and, in the 
first place his doctor), validate the "institutionalised 
anticipations" relevant to his behaviour are according to 
Parsons, a mechanism which canalises illness as a form of 
deviance (pp. 104).
In h&c. research Herzlich (1973) states that "...illness is 
defined by the relation of the patient to a third party to 
the d o c t o r  or to the funct i o n  of the illness. Medical
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diagnosis and interruption of activity both represent the 
i n t e r v e n t i o n  of s o c i e t y " .  "... By t h e s e  m e a n s  the 
individual becomes "a patient" for the "other", that is, 
for the doctor, for his p r o f e s s i o n a l  c o l l e a g u e s  or his 
family, and for society" (p.85).
"In this way health and illness are defined as behavioural 
universes, as forms of conduct and no longer as states. 
T h e r e f o r e ,  we m a y  d e f i n e  i l l n e s s  as e x p e r i e n c e s  of 
d i s c o n t i n u i t i e s  in states of b eing and p e r c e i v e d  role 
performances" (Herzlich 1973 p.85).
At this point one should stress a v e r y  i m portant fact 
about this thesis. Although the research is exploring the 
G r e e k  r e a l i t y ,  the u s e  of " f o r e i g n "  l i t e r a t u r e  is 
essential due to the inadequacy of Greek texts to supply 
it. Under these circumstances a crucial observation should 
be kept in mind. That is, in reviewing this literature a 
differentiation is found to exist between the term disease 
and the term illness, to serve the d i f f e r e n t  e x i s t i n g  
approaches, the scientific one and the social one.
In the Greek language two words exist to denote the same 
thing - A S T H E N I A  and A R R O S T E I A  - the former h a v i n g  a 
scie n t i f i c  c o n n o t a t i o n  and the latter being of more 
secular substance. However only the word A P P O S T E I A  is 
used by e x p erts and n o n - e x p e r t s  i n d i s c r i m i n a t e l y  for 
scientific or social purposes.
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Fabrega (1974), Eisenberg (1977) and others focus a lot on 
t h e  i d e a  of t h e  b e h a v i o u r a l  a p p r o a c h  to d i s e a s e ,  
indicating that there is an interdisciplinary perspective 
in d i s e a s e  a n d  s o c i a l  b e h a v i o u r .  T h e  s o c i a l  m a t r i x  
determines when and how the patient seeks, what kind of 
help.
The new field that has e m e r g e d  at the present time is 
Medical Sociology, which is dealing with the theoretical 
issues of attitudes and opinions; attitudes of emotional 
and cognitive nature as well as the psychological factors 
involved in illness and m e d i c a l  practice. What people 
think and feel about the disease is a strong determinant 
of t h e i r  r e s p o n s e  to p r e v e n t i v e ,  c a r e f i n d i n g  a n d  
therapeutic programs (Mechanic 1968).
R e p r e s e n t a t i o n  of illness is one of the most important 
subjects of interest in the field of health, since it 
reveals the way people see, think and represent illness, 
leading to the behaviour of the sick and their associates. 
Thus illness init i a l l y  a m a t t e r  of direct e x p e rience, 
becomes s o m e t h i n g  w h i c h  is learned. "The adult learns 
from society to be ill. This learning process starts with 
the name which the doctor gives to the illness. Then the 
p e r s o n  has to l e a r n  to l o c a t e  his e x p e r i e n c e  in a 
framework of social explanation and rule" (Herzlich 1973,
p. 1 ) .
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The term representation which is directly linked with the 
study of public image indicates the blending of concept 
and precept as well as the individual images and social 
norms. In the present case, as Herzlich (1973) points out 
by the representation of health and illness one means the 
complex psychological process by which the experience of 
e a c h  p e r s o n  a n d  the v a l u e s  p r e s e n t  in s o c i e t y  a r e  
incorporated into one significant entity. The "doctor- 
p a t i e n t "  g a m e  in p a r t i c u l a r  a p p e a r s  to f u l f i l  t his 
function.
In the "social system" that the doctor and the patient 
make up, the d o c t o r  m e d i a t e s  b e t w e e n  and has important 
influences on two l o g i c a l l y  separ a t e  domains of human 
activity: the b o d i l y - o r g a n i c  and the s o c i o b e h a v i o u r a l  
(Henderson 1935).
As an e x p e r t  on t h e  b i o l o g i c a l  c o n c e r n s  of the v e r y  
private and "mysterious” domain of the body, he is capable 
of a s c e r t a i n i n g  h i g h l y  p e r s o n a l ,  s i g n i f i c a n t ,  and 
f u n d a m e n t a l  aspe c t s  of human functioning. However, 
although his focus of inquiry and ultimate source of his 
authority are principally the body viewed as a biophysical 
system, "he carries out his work by assigning a dominant 
r o l e  in s o c i a l  t r a n s a c t i o n  t h a t  are h e i g h t e n e d  by 
emotionally poignancy and concern."
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Given the nature of his work, then his judgements and 
d e c i s i o n s  f r e q u e n t l y  h a v e  p r o f o u n d  s o c i a l  a n d  
psychological impact on the lives of his clients (Fabrega 
1974. p. 120).
In the f r amework of " s c i e n t i f i c  M e dicine" know l e d g e  is 
p e r c e i v e d  as a m e a n s  of c o n t r o l  p e r m i t t i n g  a c t i v e  
intervention in gaining mastery over natural processes. 
Based on that, functioning is done within a paradigm of 
t a x o n o m i z i n g  dise a s e  as u n i f o r m  enti t i e s  (Rosser and 
Maguire 1982 p. 316).
With p r i n c i p a l  c h a r a c t e r i s a t i o n  of M e d i c a l  a c t i v i t y  as 
evaluative and correctional, specialist and laymen must 
and are creating their ideas, opinions and attitudes on 
d i fferent d i s e a s e s  accordingly. And w hat is not yet 
within this "eval u a t i v e  and c o r r e c t i o n a l "  power of the 
doctors, as in the case of some types of malignancy, 
acquires different qualities than other diseases which are 
under the control of medical system.
It seems that the name of a disease is enough to produce 
feelings, reactions, and outcome statements before even 
treatment starts.
As Jenkins (1976) indicates diseases can be perceived as 
different in m a n y  ways. Apparently, v a r i o u s  d iseases 
produce feelings of different qualities and intensities
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{growing worry, sudden panic, embarrassment, guilt etc.).
It is evident that all the psychosocial mechanisms implied 
by the g e n eral c o n cept of d i s e a s e  are relevant to the 
actual illness itself. In other words, these opinions, 
ideas, or beliefs about a certain disease are likely to 
i n f l u e n c e  the c o u r s e  of i l l n e s s ,  m e a n i n g  the w h o l e  
process-cycle through which illness moves and perhaps the 
consequent outcome.
2.2 "CANCER PHOBIA"
Cancer is a type of disease with unique qualities. First, 
it defies c l a s s i f i c a t i o n ,  has no c o n s i s t e n t  p a t t e r n  of 
aetiology and most important it has no consistent pattern 
of response to treatment.
So it definitely constitutes a fundamental threat to the 
basic p r e m i s e s  of e v a l u a t i o n  and c o r r e c t i o n  of M e d i c a l  
s y s t e m  w h ich were m e n t i o n e d  in the p r e v i o u s  s e c t i o n  
{Rosser and Maguire 1982).
Cancer is perceived therefore by doctors as a "capricious 
group" of diseases. The name Cancer is neither a medical 
term nor a specific entity. As Stewart (1952) sums up the 
the matter in one of his lectures " P a t h o l o g y  has n e ver 
f o u n d  a d e f i n i t i o n  for c a n c e r .  To d e f i n e  r e q u i r e s  
condensation and simplification of many attributes that
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c o n t r i b u t e  to t h e  k n o w l e d g e  of an e n t i t y .  T h e s e  
a t t ributes expand or contract as data c o n c e r n i n g  them 
increase... Every medical student is f u r n i s h e d  with a 
definition of cancer, usually one that merely emphasises 
one supposed attribute of the process, modified by one or 
two adjectives...." (p. 6 ).
The m e d ical term for cancer is tumour or n e o p l a s m  of a 
m a l i g n a n t  type and as Boyd (1966) i n dicates "No single 
sentence d e f i n i t i o n  of a tumour can be s a t i s f a c t o r y  
b e c a u s e  it l e a v e s  too m a n y  l o o p h o l e s ,  b u t  for m o s t  
purposes a tumour or neoplasm may be defined as a local 
growth of new cells which proliferates without control, 
and serves no useful function" (p. 6).
Boyd continues by pointing out that of all the ugly words 
we know in medicine, none is more repellent than cancer. 
Why has this word has been used to d e s c r i b e  m a l i g n a n t  
neoplasm? The word "cancer" is of L a tin origin. "The 
Greek for the astrological sign of the crab is Karkino and 
both have been in use for many centuries to describe the 
v i s i b l e  f o r m s  of c a n c e r  on the b o d y .  Its s l o w  a n d  
t e n a c i o u s  m o t i o n  is r e m i n i s c e n t  of t h o s e  of a c r a b "  
(Lambley 1987 p. 14).
H o w e v e r  n e o p l a s m  is a p r o c e s s  of i n f i n i t e  v a r i e t y .  
Sometimes tumours progress with the speed and fury of a 
forest fire, others so slowly as to arouse no alarm until
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it is too late. Some proceed briskly, then reduce their 
speed to a crawl, coming finally to a complete standstill, 
only to resume their rapid progress. Also sometimes 
growth may stop completely and the neoplasm may resolve 
and eventually disappear (Boyd 1966 p. 4).
N e v e r t h e l e s s  t h r o u g h o u t  the years cancer as a concept, 
being used very widely by specialists and laymen, acquired 
a d e f inition. So if one looks at the d i c t i o n a r y  these 
d a y s  c a n c e r  m e a n s :  " a l l  m a l i g n a n t  n e o p l a s m s  of
characteristically grave prognosis" (Oken's Dictionary).
Cancer has been described as the "standardised nightmare 
of o u r  s o c i e t y " ,  for it is a p o w e r f u l  s y m b o l  of the 
inexplicable. It r e p r e s e n t s  the limits of cultural 
control and scientific knowledge.
F e a r  of c a n c e r  w i t h i n  t h e  l a y  p o p u l a t i o n  is u s u a l l y  
attributed to ignorance of the developments in scientific 
knowledge, and thus the a s s u m p t i o n  that cancer equals 
d e a t h .
People are, therefore, seen as having "inordinately" 
pessimistic view, "cancerophobia", an "irrational fear". 
However if cancer is seen as symbolising not simply death, 
but the inexplicable, one would expect it to represent a 
similar, if not greater threat to members of the medical 
profession, for it challenges their role as practitioners
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-  to define and control disease.
R o s s e r  et al (1982) in a p a p e r  f o c u s i n g  on g e n e r a l  
practitioners states that: "the evocative descriptions of 
t r e a t m e n t  i l l u s t r a t e d  t h e  e m o t i o n a l  i m p a c t  of t his 
disease. Surgery was described as "butchery", "chopping 
the ruddy thing o u t ” ..."One p a r t i c u l a r l y  p e s s i m i s t i c  
p r a c t i t i o n e r  c a l l e d  c a n c e r  a r e v o l t i n g ,  h o r r i b l e  
condition" (p. 316).
Cancer poses a threat both to medicine in general and to 
the practitioner's own status. This is evident in their 
accounts of their role in g i v i n g  info r m a t i o n  to cancer 
patients. McIntosh (1974) in his investigation found that 
48% of the doctors asked, very rarely or never told cancer 
patients the diagnosis.
"Despite modern advances in detection and treatment, cancer 
is still one of the most dreaded diagnosis a physician can 
convey to his patient" (Loyd 1979 p. 47).
In addition, as d i s c u s s e d  before, popular attitudes 
towards cancer being hostile set it apart from other types 
of illness and turn it into an awes o m e  and terri f y i n g  
concept. This, results in people, otherwise completely 
healthy experiencing a morbid fear of cancer whereas there 
are cases where other illnesses as serious as cancer and 
even with fewer chances of treatability are handled in a
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more positive and calm manner, both by the patient and by 
the professional staff concerned. A morbid fear of cancer 
is sometimes c o m p l a i n e d  of by p e o p l e  who are o t h e r w i s e  
healthy (Senesku 1963).
Back in 1948 in his Maudsley Lecture on nosophobia, John 
Ryle devoted a specific section to "cancer phobia". In 
a d d i t i o n  to t h e s e  n e u r o t i c  f e a r s ,  h y p o c h o n d r i a c a l  
d e l u s i o n s  of h a r b o u r i n g  c a n c e r  a r e  w e l l  r e c o g n i s e d  
phenomena of Psychotic illnesses, particularly depression. 
Over forty years later in the 1980 's rese a r c h e s  like 
Maguire and Rosser are still talking about the emotional 
impact of cancer on professionals and laymen (See above).
The major question which could arise therefore is whether 
despite the passing of time "cancer" as a concept is still 
possessing its great "social power". No matter how much 
progress has been made on the treatment methods, and the 
successful techniques in the field of surgery and despite 
the positive changes on the percentages of survival, does 
"cancer" still carry its n o t o r i o u s  name w hich equals 
death.. .?
The answer to this q u e s t i o n  could p o s s i b l y  lie on the 
conceptual system through which cancer is viewed by people 
today. How do they perceive cancer alone and in relation 
to other illnesses. This could help to evaluate the image 
of c a n c e r ,  a n d  r e v e a l  d i r e c t  i m p l i c a t i o n s  for the
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psychophysiological processes involved in the treatment of 
cancer. If cancer is found to be the focus of fears and 
false beliefs, it could eventually have a direct impact on 
t h e  p e o p l e  r e s p o n s i b l e  for c a n c e r  p a t i e n t s ,  on the 
patients themselves and consequently on a range of levels 
concerning effective treatment processes.
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CHAPTER 3
PSYCHOLOGICAL PROCESSES MEDIATING PHYSIOLOGICAL 
MECHANISMS.
In the previous chapters it has been shown that cancer as 
a disease has acquired throughout the years qualities and 
a t t r i b u t e s  t h a t  m o s t  of o t h e r  d i s e a s e s  do n o t  h a v e .  
Taking this fact into c o n s i d e r a t i o n,  it is t h e r e f o r e  
apparent that one can very easily connect the emotional 
weight of this d i s e a s e  with the i n t e r r e l a t i o n  b e t w e e n  
stress and the physiological changes which may affect in 
any way the actual course of illness in general.
This chapter describes the process through which stress is 
related to physiological functions and the immune system. 
More specifically, it is an attempt to present grossly the 
effect that the stress produced to a cancer patient by the 
illness per se, can have d i r e c t l y  or indi r e c t l y  on his 
resistance capacity and on the consequent outcome.
A statement of a scientist is reported below to underline 
the general belief about cancer sixty years ago. Today, 
none of the experts would utter or admit to agreeing with 
these words openly. However, on the other hand there is a 
burning suspicion that inwardly none of these experts is 
quite sure of the absolute falsity of this same statement. 
"...Of all the t heories put forward in c o n n e c t i o n  with 
cancer, only one has in my opinion survived the passage of
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time, namely that cancer leads through definite stages to 
death. I mean by that, that what is not fatal is not 
cancer. F r o m  that you may c o n c l u d e  that I hold out no 
hope of a new method of curing cancer...".
[Georg Groddeck 1923 from "The book of the It".]
For all the progress in treating cancer, many people still 
subscribe to G r o d d e c k 's equation: cancer = death.
Cancer as an illness s l o w l y  p roceeds and r u t h l e s s l y  
i n v a d e s  p e o p l e  a n d  t h e i r  s o c i a l  e n v i r o n m e n t  in a 
mysterious way. Thus a surprisingly large number-of people 
with cancer find themselves being isolated by relatives 
a n d  f r i e n d s  a n d  a r e  t h e  o b j e c t  of p r a c t i c e s  of 
d e c o n t a m i n a t io n  by memb e r s  of their h o u sehold, as if 
cancer were an infectious disease (See Chapter 2 - Section
2.2 on Cancer phobia). "Contact with someone afflicted 
with a d i s ease regarded as a m y s t e r i o u s  m a l e v o l e n c y  
inevitably feels like a trespass; worse like a violation 
of a taboo" (Sontag 1979, p. 6).
The stress that a patient can experience by carrying the 
l o a d  of a d i s e a s e  s u r r o u n d e d  b y  s u c h  a m y t h ,  is 
undoubtedly enormous and covers a great deal of different 
parameters of life.
The m e c h a n i s m s  of coping with such a social stress are 
probably as many as the ones needed by the lepers to 
confront the "healthy world" during the medieval age...
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when they wore bells around their necks to warn the people 
to stay away from them.
Being under such an emotional stress, if suffering from 
cancer, it is obvious why research started taking into 
consideration the possible effects that this could have at 
a physiological level.
The World H e a l t h  O r g a n i s a t i o n  defines "Health" as the 
balance of physical and emotional factors. Experiencing 
stress can well affect the status of that well being. 
Over the last two decades this interest in the effect of 
stress has been broadened, and atten t i o n  has begun to 
focus on stress and psychological factors in cancer.
3.i STRESS AS A CAUSE OF DISEASE
"Stress can be d e f i n e d  as an individual phen o m e n o n ,  
arising from the person's cognitive perceptual appraisal 
of his e n v i r o n m e n t ,  w h i c h  may result in a v a r i e t y  of 
psychological and physiological reactions" (Wayner et al. 
p.108) .
It has been a pparent to many, (including clinicians) 
medical inv e s t i g a t o r s,  and even lay persons, that the 
emotional or p s y c h o l o g i c a l  stresses of life, have an 
effect on general physical well being including changes in 
s u s c e p t i b i l i t y  to i n f e c t i o u s  diseases. Stress, in a
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general sense, can also be defined as any stimulus that is 
n o x i o u s  t o  t h e  o r g a n i s m .  ( J e n s e n  1 9 8 1  p. 6 3 ) .  
P s y c h o l o g i c a l  stress may be further defined as those 
stress reactions that are mediated solely by the central 
nervous system.
A v a r i e t y  of studies have d e m o n s t r a t e d  an i n fluence by 
emotional stress on changes in susceptibility to naturally 
occurring infections. Wolf (1961) referred to numerous 
studies in which increased numbers of infectious diseases 
were found in individuals of a group of culture undergoing 
major social a d j u s t m e n t s  or other forms of e m o t i o n a l  
stress, and stress induced infections have been most 
c l e a r l y  d o c u m e n t e d  in s t u d i e s  of r e c u r r e n t  " h e r p e s  
simplex" "virus lesious" (Blank 1950, Geocaris 1961). 
Studies by Hinkle (1964) have shown that e m ployees who 
were burdened with extra responsibilities, frustrations, 
and worries, were much more likely to be absent from work 
as a result of c o mmon illnesses than were their m o r e  
contented, well adjusted co-workers. He also reports that 
students who had good psychological health, as measured by 
the M i n n e s o t a  M u l t i p h a s i c  P e r s o n a l i t y  Inventory, had a 
m o r e  r a p i d  r a t e  o f  r e c o v e r y  f r o m  t h e  i n f e c t i o u s  
mononucleosis than students who had low ego strength.
The Concept of Stress was first formulated by Hans Selye 
in 1936. Since then the original definition has b e e n  
"honed" to a greater precision. It would be helpful to
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d e s c r i b e  the p r e s e n t  s t a t u s  of the s t r e s s  c o n c e p t ,  
indicating various poin t s  that are n e c e s s a r y  to the 
u n d e r s t a n d i n g  of how st ress  can be seen as a cause of 
disease.
Stress "the n o n - s p e c i f i c  response of the body to any 
demand" is a process of a d a p t a t i o n  w h i c h  devel o p s  as a 
r e a c t i o n  to a s t i m u l u s  ( c a l l e d  the s t r e s s o r )  a n d  is 
manifested through changes in hormone levels and in the 
size of many organs.
Stress is non-specific in its causation: it is a general
response elicited by psychological, physical or chemical 
agents.
THE GENERAL ADAPTATION SYNDROME
It has been d e m o n s t r a t e d  time and time again that the 
manifestations of stress in laboratory animals evolve at 
least three stages, which together constitute the general 
adaptation syndrome (G.A.S.). When a stressor is first 
applied, an "alarm reaction" develops, during w h i c h  
r esistance falls b elow normal and some hormones are 
secreted more abundantly. If the animal can outline this 
initial phase and its defensive mechanisms can be put into 
action effectively, the level of resistance will rise and 
remain above normal for some time, d e p e n d i n g  upon the 
intensity of the stressor agent. Eventually, though, this
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stage of resistance will come to an end, as the animal can 
no longer maintain such a heightened level of preparedness 
in response to the stimulus. The "Stage of exhaustion" 
(the final phase of the G.A.S.) will ensue; diseases may 
b e c o m e  m a n i f e s t  and the a n i m a l  m a y  d i e  s o o n e r  t h a n  
normally happens under standard laboratory conditions.
MAN AND THE G.A.S
The "call to arms" of the a larm reaction is triggered 
q u i t e  f r e q u e n t l y  in our b o d i e s  in r e s p o n s e  to d a i l y  
events. If exposure to the stressor is short-lived, these 
m o d i f i c a t i o n s  do not last and stress hormone levels 
rapidly revert to normal. However, if the str es so r is 
intense or applied for a sufficiently long period, a form 
of adaptation will be reached during which stress hormone 
levels (e.g. ACTH corticoids) remain elevated (Tacke 1979 
p . 4)-. But this a d a p t a t i o n  is at a price. The s y s t e m  
necessary for immediate survival seems to take precedence 
over secondary functions or lines of defence such as fight 
against inflammation, foreign protein etc.
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STRESS AS A CAUSE OF DISEASE
FIGURE 2. General adaptation syndrome: Resistance as
m o d i f i e d  d u r i n g  s t r e s s .  The a l a r m  r e a c t i o n  (A.R.) 
develops as a response to a stressor and resistance falls 
b e l o w  normal; it rises c o n s i d e r a b l y  d u r i n g  the second 
phase, the stage of resistance (S.R.); eventually, the 
stage of exhausti on (S.E.) is r e a c h e d  w h e n  resistance 
drops dramatically and many diseases become apparent.
From Tacke et al 1979 "Cancer. Stress and Death".
This Stereotyped Response described above is still Unique. 
The fact that all people do not react to stressors equally 
or in exactly the same way should not be surprising, since 
there are no two identical indi viduals:  each of us is
c o n d i t i o n e d  by e n d o g e n o u s  factors, i.e. genetically 
inherited traits such as familial diseases, proneness to 
certain maladies and weaknesses of specific organs, and 
exogenous factors, which include not only various physical 
c o n d i t i o n s  b u t  a l s o  s o c i a l ,  i n t e l l e c t u a l ,  a n d  
psychological elements which characterise the environment 
in which stressful events are experienced.
3.2 EFFECTS OF EMOTIONAL STRESS ON CANCER MEDIATED 
THROUGH THE IMMUNE SYSTEM.
"...I personally have observed cancer patients who have 
undergone successful treatment and were living and well 
for years. Then an emotional stress such as the death of
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a son in World War 11, or the burden of long unemployment 
s e e m  to h a v e  b e e n  p r e c i p i t a t i n g  f a c t o r s  in t h e  
reactivation of their disease which resulted in death...
...There is solid evidence that the course of disease in 
general is affected by emotional distress..."
(Eugene P. P e n d e r g r a s s  1959, from Tacke et al 1979
p.16) .
Stress and cancer are related essentially in two ways:
a) Cancer can produce considerable stress in patients.
b) Stress can cause or aggravate cancer (Selye 1979).
As Achterberg (1978) indicates: The emotions accompanying 
stress - (fear, anxiety and depression) are reflected in 
l i m b i c  s y s t e m  a c t i v i t y ,  w h i c h  d i r e c t l y  i n v o l v e s  
hypothalamic and pituitary function. The pituitary, the 
body's master gland, regul a t e s  all h ormonal activity. 
F u r t h e r m o r e ,  i m b a l a n c e s  in h o r m o n a l  a c t i v i t y ,  h a v e  
frequently been demonstrated to be connected to increases 
in m a l i g n a n t  g r o w t h .  0 v e r s e c r e t i o n  of the a d r e n a l  
corticiods (A C T H ), has been particularly noted to affect 
the thymus and lymph modes and s u b s e q u e n t l y  the white 
b l o o d  c e l l s .  S t r e s s  c a n  t h u s  be v i e w e d  as h a v i n g  a 
twofold influence on the malignant process:
1 ) the production of abnormal cells increases, and
2 ) the capability of the body to destroy these cells is 
diminished.
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The complex pathological changes which collectively call 
cancer present a series of complicated interactions within 
the i n t e r related  systems of the body. A l t h o u g h  a good 
deal of attention has been given to the consequences of 
malignancy on the central nervous system apart from the 
mechanical e f f e c t s  of m e t a s t a s i s ,  there is a growing 
a w a r e n e s s  that the a r e a s  of t h e  b r a i n  c o l l e c t i v e l y  
concerned with emotions may in turn modify the development 
and progression of cancer. It is this latter aspect which 
will be considered in this section.
There are n u m e r o u s  p o t e n t i a l  ways in w hich a malignant 
tumour can be modified. These include alterations in the 
blood supply, general nutrition, the genetic made up of 
the individual the inherent growth pattern of the tumour 
itself and p a r t i c u l a r l y  the e n d o c r i n e  system. (Lewis 
1979)  -
"The possibility, however, that immunological changes may 
also be involve d in the m a l i g n a n t  process has led to a 
cons i d e r a b l e  interest in this aspect of h ost-tumour 
r e l a t i o n s h i p s .  It has b e e n  the e x p e r i e n c e  of t h o s e  
dealing with cancer both in humans and in e x p e r imental 
animals for a number of years that cancer is not a uniform 
phenomenon" (Foulds 1975, p. 228).
It is an everyday experience that patients with identical
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cancers at identical sites do not react identically. Xt 
is a l s o  o f t e n  n o t e d  t h a t  s o m e  f o r m  of e m o t i o n a l  
disturbance may precede the appearance of clinical cancer 
in h u m a n s ;  and a l t h o u g h  t h e s e  p h e n o m e n a  h a v e  b e e n  
d i f f i c u l t  to c h a r a c t e r i s e ,  s u f f i c i e n t  e v i d e n c e  has 
accumulated, clearly showing this to be a relationship not 
to be lightly dismissed (Lewis and Phillips 1979).
" M a l i g n a n t  t u m o u r s  do not b e h a v e  as s i m p l e  " t i s s u e
cultures". A series of dynamic interactions between the
tumour and v a r ious  forms of host r e s i s t a n c e  can occur. 
The q u e s t i o n  here to be a n s w e r e d  is w h e t h e r  e m o t i o n a l  
stress can influence the behaviour of malignant tumours
and whether this effect is mediated through some form of
immune i n t e r a c t i o n  between the tumour and the higher 
centres of the brain.
THE IMMUNE SYSTEM AND CANCER
A basic controversial proposition relating cancer research 
to i m m u n o l o g y  is that some type of immune s u r v e i l l a n c e  
serves as a primary defence against cancer, eliminating 
neoplastic cells before they form organised tumours. The 
theory requires the existence of tumour antigens capable 
of p r o v o k i n g  an acquired immune response  or a response 
from natural immune mechanisms.
B a sica lly  one function of immune su rveillan ce  is  to
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r e c o g n i s e  and remove small numbers of neoplastic cells 
through the immune system before they can be physically 
detected and without conscious recognition by the host, 
thus contributing to homoeostasis (Burnet 1971).
The general suggestion that immunological reactions may 
occur in cancer p a t i e n t s  or m o d i f y  the progr e s s i o n  of 
tumours is by no means a new one. In 1900, Paul Ehrlich 
giving the Croonian lecture to the Royal Society in London 
made the statement: The idea has already been mooted by 
V o n  D u n g e n  of a t t a c k i n g  e p i t h e l i u m  n e w  f o r m a t i o n s ,  
particular carcinoma, by means of specific antiepithelial 
serum (Ehrlich 1900, p. 424).
In the ensuing years, both experiments with animals and 
those studying humans gathered a considerable body of data 
s u g g e s t i n g  that some forms of immune reaction occur in 
patients with malignancy and tumour-bearing animals. It 
has been possible within the past few years to modify the 
growth of tumours by altering the immune response. This 
can result in both enhancement or rejection of tumours by 
suitable immune manipulations (Vaage 1976).
It is clear however, that an explanation is still needed 
as to why an immune system that apparently recognises a 
tumour as foreign should not in every case successfully 
reject that tumour or at least prevent its growth. It is 
also clear that variou s larg e l y  u n e xplored factors,
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including endocrine abnormalities and emotional stress may 
play a vital role in this problem of immune regulation and 
de-arrangement (Jerry and Lewis 1976, p.159).
STRESS AND IMMUNE SYSTEM
Although it has for many years been the experience of 
medical practitioners that severe emotional stress can 
lead to illness, the exact mechanism to explain this 
interaction has been explored seriously only in recent 
years (Rahe 1972, Palmplad 1976). There have been 
numerous observations that many human pathological 
conditions are preceded by severe emotional disturbance of 
one type or another. These conditions include those 
clearly related to the immune system. There is a growing 
awareness that manipulations of certain centres of the 
brain,either directly or via emotional stress can modify 
measurable aspects of the immune response, and that this 
can be detected in antibody production and in terms of 
cell mediated immunity (Stein et al 1976). This opens up 
numerous opportunities for further exploration, and also 
presents the possibility of relating this abnormal immune 
response to disease, including malignancy.
STRESS IMMUNITY AND CANCER
As a result of the foregoing developments, it is not 
surprising that there have been several reports indicating
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a direct link between emotional stress and cancer mediated 
through the immune system. Pavlidis and Chirigos (1980) 
conducted research on the effect of stress on the host 
immunosurveillance against tumour development; and also 
Sklar 1980 in their research talk about "social'stresses" 
influencing immunological functioning resulting in changes 
of tumour growth.
Other investigators like Stein and Schiavi (1976) showed 
in their research that "...psychological processes 
influence the susceptibility to some neoplastic processes 
and to some aspects of humoral and cell mediated immune 
responses...(p. 434)". These psychosocial effects may be 
related to hypothalamic activity. It has been suggested 
by many researchers that changes in the emotional status 
or physical stimulation of areas of the hypothalamus - 
which holds the master role in the field of emotion in the 
brain - can result in alterations of immune response 
(Petrovski 1961, Stein 1976, Lewis 1979).
It would not be unreasonable to suggest that emotional 
changes might well produce an effect on the malignant 
processes through this abnormal regulation of immune 
responses (Lewis and Phillips 1974,p. 25).
It is clear therefore, that a direct link between abnormal 
immune responses, the growth of malignant tumours and 
various forms of emotional disturbance and stress exists.
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The fact that a self regulatory system is involved makes 
the problem considerably more difficult than first 
imagined. Now the clear prospect that an even more 
complex regulatory system, namely the brain, is also 
involved adds a further dimension to this problem. While 
this new dimension adds to the complexity of the problem, 
it also generates a great deal of excitement in an area of 
research obviously well beyond the narrow limitation of 
the experimental laboratory. 'And yet as Metchnikiff 
stated in 1968: "Science is very far from having said its 
last word, but advances already made are amply sufficient 
to dispel pessimism in so far as this has been suggested 
by the fear of the disease, the feeling that we are 
powerless in the struggle against it..." (p. 569).
3.3 FACTORS INFLUENCING GROWTH RATE OF CANCER
"In human subjects with cancer, evidence suggests no 
immediate relationship between psychological variable of 
extent or quality of underlying unpleasant feeling, 
tension, and course of the cancer. It is noted however 
that subjects who grew worse differed from those who did 
not grow worse in a pattern of psychological functioning 
which is described as "processes of unproductive wasted 
vitality" (Shrifte: 1962, p. 390).
It has long been appreciated by some oncologists that
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human cancers do not always advance irrevocably at the 
same "pre-ordained" rates. In most studies of this 
subject, the postulate is made that psychological factors 
may affect a cancer's speed of growth and response to 
treatment.
Foulds (1975) established the concept that at different 
periods in the natural history of a neoplasm, growth may 
be rapid, slow, non existent or the tumour may in fact 
regress.
Though Kusaka (1972) assumed a constant rate of tumour 
growth, he did record that some of the tumours he observed 
failed to grow at all during the period of observation. 
Morton and Morton (1953) collected 24 cases from the 
literature where recurrence was delayed for more than 20 
years after original surgery in cancers of the breast, 
kidney-, ovary, and colon, and malignant melanoma of the 
skin. Everson and Cole (1966) collected similar cases of 
long delayed recurrence involving cancer of the uterus, 
testis and osteogenic sarcoma. Dunphy (1950) and Handfield 
(1954) have discussed the long tumour-free intervals, 
observed in some patients whose original or subsequent 
rates of tumour growth were very rapid, if not explosive.
Physicians usually feel obligated to treat all patients 
with demonstrable tumour, and most patients with tumours 
that can be recognised expect to be treated. Moreover it
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is natural to attribute perceived improvement or arrest, 
to the treatment offered. Thus, the study of 
"spontaneous" control of neoplasia is handicapped by 
ethical and humane considerations. Experimental systems 
may well be limited in their ability to reveal the essence 
of the "natural" control of neoplasms, for it is probably 
the restraints to tumour metastasization and subsequent 
growth which distinguish human cancer. Undoubtedly these 
are greatest in the long dormancy period that frequently 
occurs between the initial recognition of the neoplasm and 
the appearance of the first metastasis. What is it that 
happens that converts this state of quiescent existence to 
one of poorly restrained growth and increased metastatic 
capability? The answer must be in this premetastic state 
when the disease is in a chronic, very slowly or non­
progressive and well tolerated phase. It is here that 
attention should be directed to a better understanding of 
the factors, with great focus on the psychophysiological 
ones, that are responsible for the fluctuations in the 
growth of the human cancers (Deritt 1979).
SPONTANEOUS REGRESSION OF CANCER
In 1901 Sir William Osier reported the spontaneous 
shrinkage of metastases from breast cancer in two women. 
Since then it has become increasingly clear that 
spontaneous regression of cancer is real, even if 
uncommon (Stephenson 1976).
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"Those clinicians who resist its recognition do so mainly 
because they assume its definition involves permanent and 
complete disappearance of cancer in a patient. In fact, 
it involves shrinkage in the size of a malignant tumour, 
either primary or secondary, for a period of months or 
years, in the absence of treatment ordinarily regarded as 
capable of inducing regression" (Boyd, 1966 p. 6).
Spontaneous regression of cancer may manifest in different 
ways like disappearance of a primary tumour or its 
metastasis without recurring before death; partial or 
temporary regression of a tumour, with regrowth later; 
regression of metastasis after removal of a primary 
tumour.
Of all the explanations concerning the cases of 
spontaneous regression it is believed that increased 
immunological resistance is the most important factor 
(Stephenson et al 1976). Recent evidence suggests that 
defence mechanisms exist in most types of human cancer. A 
possible mechanism in such cases is by psychophysiological 
influences which could trigger off immune reactions.
DORMANT CANCER
There are considerable variations in the recurrence-free 
interval following the primary treatment of cancer,
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particularly in the case of cancers of the breast, kidney 
and melanoma. Several clinicians have reported small 
series of patients with recurrence-free intervals of 20-30 
years. However when metastasis does finally manifest 
clinically in such cases, it often presents as a shower of 
rapidly growing metastasis at multiple sites. This 
suggests that the dormant tumour has suddenly thrown off 
restraining influences (Stoll 1977).
In the case of breast cancer, it has been shown in several 
series that whether the first recurrence occurs within 2 
months after primary treatment or is delayed for 10 years 
or more, it makes little difference to the lengths of the 
subsequent survival - it is uniformly short - (Papaionnou, 
Tang and Volk 1967; Stoll 1977). This sudden reactivation 
of tumour growth is usually ascribed to the failure of 
immunological defence mechanisms.
If one accepts that it is the restraints on human growth 
and metastasization which distinguish human cancer from 
that of experimental animals, it emphasises the role of 
moderating immunological influences in the human. It is 
through these mechanisms that psychophysiological factors 
may influence growth in the human.
Both dormant cancer and spontaneous regression of cancer 
are qualitatively similar phenomena and part of the same 
continuum (Stoll 1979).
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If these mechanisms mentioned above are the major ones for 
both spontaneous regression and dormancy phenomenon, 
psychological triggering factors may be involved, because 
immunological changes can be triggered off by cerebral- 
cortical activity through hypothalamic centres as 
mentioned in the previous section. Sindelar and Ketchan 
(1976) suggest that the psychophysiological factors may be 
involved in the spontaneous regression of cancer which 
sometimes follows major surgery inadequate for the cure. 
The psychological effect of hospitalisation and surgery 
can undoubtedly affect directly immunological mechanisms 
and they postulate therefore that psychophysiological 
effects associated with a "believed cure" might have 
caused tumour to regress. Sindelar and Ketcham suggest 
that a similar mechanism might explain some of the success 
attributed to "faith healers" or to "miracle cancer 
cures".
Is it then possible that mental or emotional factors may 
be involved in some of the so-called "inexplicable" cases 
of "dormancy" or "spontaneous regression" of cancer? 
Faith, religiosity and very powerful belief appear to be 
common factors in many of the patients reported to show 
spontaneous regression of cancer (Ikemi et al 1975).
If faith or an uplifting emotional experience can trigger 
off regression of cancers, is it also possible that
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emotional distress of a high degree can trigger off 
reactivation of dormant cancer? Gordon-Taylor (1959), 
Pendergrass (1961) and Theodore Miller (1977) have all 
commented on the frequency with which reactivation of a 
long dormant cancer after many years has been immediately 
preceded by a period of severe emotional distress.
It has been suggested that patterns of interaction in the 
social context of a patient may have direct effect on the 
development of the disease and also on the consequent 
outcome.
Two reactions or styles of socioemotional communication 
have been examined by Grossarth, Maticek et al (1982) 
which seem to have direct implication on the course of the 
disease; the so-called "fight and flight reaction" and the 
so-called "conservation-withdrawal" reaction. It is 
suggested that subjects at risk for a weak outcome are 
thought to express a style of interpersonal socio­
emotional communication which has several characteristics 
in common with the "conservation-withdrawal" reaction. 
They can be described as submissive, non aggressive, and 
suppressing their perceived needs. . It is this set of 
characteristics which predisposes them to be exposed to 
feelings of helplessness, of giving up and depression. 
Such feelings are obviously the ones which may definitely 
minimise resistance to anything at all and more 
specifically they could have direct influence on the
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weakening of the function of the immune system against 
cancer.
It is clear that different patterns of communication 
depend on the external conditions which will determine the 
response of the subject, and also on the perceived 
signals given by the behaviour of the others. Therefore 
the fact that cancers are an emotional subject within the 
population as a whole will definitely influence at least 
part of the cancer patients' response. And as Cox (1982) 
indicates "... diagnosis of cancer itself is not a 
biologically significant event, although it may be of 
critical importance psychologically..." (p. 384).
CONCLUSIONS
In summarising the existing processes between stress- 
immunity and cancer, it is apparent that emotional stress 
can modify measurably aspects of the immune response, 
affecting the antibody production. This abnormal immune 
response can be related to disease including malignancy.
Stress has a bilateral relation with cancer. First, 
"Cancer" surrounded by its myth, can produce a 
considerable emotional stress to the patient, and second 
stress can aggravate cancer through its twofold influehce 
on the malignant process which is described as "helping" 
on the increase of abnormal cells at one end and
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diminishing the body's capability to destroy these cells 
at the other.
As mentioned above (p. 43) it is expected by many
researchers that "social stresses"may influence 
immunological functioning resulting in changes of tumour 
growth.
The phenomena of spontaneous regression and dormant 
cancer are as old as the idea of lethality in cancerous 
diseases and are mainly attributable to increased 
immunological resistance. It is through this mechanism 
that psychophysiological factors may influence cancer 
growth in humans in both a positive and a negative way.
These psychophysiological factors may in fact be the 
result of certain styles of "socioemotional 
communication". Patterns of behaviour like "fighting" or 
"giving up" will clearly result in different 
psychophysiological changes which in turn will have 
different effects on the rest of the functioning of the 
body.
It is evident from the above that cancer patients can 
"help" themselves by "fighting" the disease, since it has 
been indicated that such a reaction to the disease will 
have much better results during the course of treatment 
than a "withdrawal reaction".
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What is of particular interest to the present research is 
that the pattern of response depends a great deal on the 
external "signals" which determine the way the patient 
will respond.
Consequently a great deal of importance must be attached 
to the general atmosphere surrounding the cancer patient, 
including both verbal or non-verbal communication and the 
milieu which the patient occupies during the course of 
treatment. The way that people think about cancer and the 
comparison of how they react to cancerous diseases as 
opposed to other diseases is an important factor in the 
formation of an atmosphere which will be perceived by the 
patient and will in turn force him to react in ways 
appropriate to the framework designed by the "others". 
Therefore the "conceptual schemes" held of cancer may 
have direct implications for the psychophysiological 
processes involved in its treatment. It is obvious that 
there is a need for these conceptualisations of the 
different illnesses, both cancerous and non-cancerous, to 
be studied in more detail.
It is important to make clear at this stage that this 
thesis does not relate directly to prognosis of cancer, 
but only to the matters of conceptual context that may be 
relevant to the course and outcome of the disease. It is 
not possible to form a conclusion about an actual
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prognosis of a disease without examining many areas of 
study such as different treatment methods, having a very 
detailed biological status of each one of the patients and 
many other dimensions which are very important for such an 
observation. Also the most important factor for someone 
to study and investigate prognosis directly is the factor 
of time. Many years of close analysis of patients is 
necessary in order to achieve valid results. In this 
thesis, prognosis is taken into account only in relation 
to the areas connected with conceptual context.
The conceptual schemes, held by people surrounding cancer 
patients might have an effect on the emotional status of 
these patients, which in turn may play a certain role on 
the prognosis of their illness. Obviously it is very easy 
to determine to an extent- the people that surround cancer 
patients during their illness.
Every cancer patient at one or many phases of his disease 
comes in close contact with nurses and doctors. The 
interaction between patients, nurses and doctors is the 
subject of discussion in the next chapter.
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CHAPTER 4
MEDICAL STAFF AND PATIENT CARE
One of the most important groups of people whose 
conceptualisation has a direct impact on the patients is 
the group of the medical staff, who come into close 
contact both with patients and with their families. It is 
true that the conceptualisations they hold will not only 
affect the patients' "mood" but also will serve as the 
"guideline" for the people surrounding the patients, in 
terms of the way they will perceive the disease and behave 
to the patient.
4.1 DOCTQR-NURSE-PATIENT AS A SOCIAL SYSTEM
Four centuries ago, Machiavelli was thinking of certain 
great problems of human society. In so doing, he reached 
some important generalisations about the influence of the 
sentiments upon the actions of men, and, through these 
actions upon the fate of human societies...
Two persons, if no more are present, make up a social 
system. These individuals are heterogeneous. They have 
and are moved by sentiments and interests. They talk and 
reason. "In any social system the sentiments and the 
interactions of the sentiments are likely to be the most 
important phenomenon" (Henderson 1935, p. 820).
56
Any social system, that is two or more people interacting 
with each other, tends to maintain internal equilibrium: 
relationships between the social system members should be 
harmonious and intergrated, and each member must feel well 
both within himself and towards the other group members; 
also the social system must move towards a goal.
Even more so, the above is valuable when it comes to our 
field of interest. A patient sitting in the doctor's 
office facing him, is never in a calm state of mind to 
understand the precise meaning of a logical statement 
concerning his health. The patient is overtaken by fears 
and by many other sentiments which are being modified by 
the doctor's words and phrases, by his tone and his 
expression.
Skipper and Leonard (1965) in their book "Social 
Interaction and Patient Care", view the relationship of 
doctor-nurse-patient as a social system too. This system 
has as a goal: "to get the patient well". The patient, in 
this triad, is in no position to assume leadership in the 
interaction. If he could cure himself he would not be in 
the hospital. Rather because he is ill, he is thought of 
by society as a person who needs help, who is obligated to 
seek help. The patient cannot be the leader of the 
interaction but is a recipient of action on his behalf.
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The nurse's role in the three way relationship is that of 
"system intergrator " . She serves as a kind of 
intermediary between the doctor and his activities and 
the patient. Thus, while the doctor, as instrumental 
specialist, leads the system, the nurse as expressive 
specialist, intergrates it.
The patient by virtue of being sick, tends to be to some 
extent regressed. He is dependent, egocentric, subject to 
irrational fears and in general his capacity for normal 
self-control is weakened. Thus, the patient both by 
virtue of being ill and by virtue of being in the 
hospital, needs more than the normal adult does of: 
reassurance, support, acceptance, understanding and 
meaningful explanation.
Therefore it is obvious that help should be given not only 
in order that patients may be granted respect and 
individualised consideration, but in order to maximise the 
benefits of the medical or surgical interaction.
The result of extensive research and clinical observation 
has been the progressive realisation that body-mind and 
emotion are a unity (Brown 1966).
Hence, to treat disease while neglecting the man may not 
even produce cure of the disease where cure is potentially 
possible.
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The present philosophy of the health profession, 
therefore, stresses restoration of the patient physically, 
mentally and emotionally; as Barnett (1983) indicates, 
there are quite a few sources of stress in the 
hospitalised patients, and as a main duty they should be 
handled by doctors and nurses. As many have argued, 
physicians together with the nurses are the key persons 
mobilised by the hospital to deal with medical, physical 
and emotional needs of patients. Once in the hospital, 
the patient seeks emotional reassurance as well as relief 
from pain, and a physical and social environment that is 
as little upsetting as possible.
In Psy chiatric terminology "emotional regression" is 
likely to occur, perhaps to such a degree that the patient 
obviously behaves very much like a child in his dependency 
on. parental figures, in his frequent complaints and 
insistence upon service, and in his generally noticeable 
satisfaction if warm personalised attention is given to 
him (Dichter 1954). Because of aspects of physical care, 
he must accept, fear, worries, loss of self identity, 
discomfort, deprivations, and embarrassment may all 
combine to reduce him to psychological childhood. At the 
same time, he is aware that he is an adult and should not 
act like a child; this realisation can well create 
considerable conflict within him.
Research findings of Dichter indicated that predominately
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sick persons were searching for two comfort-creating 
symbols: the reassuring equivalents of the "father" and "
mother". In the interviews the physician took on the 
attributes of a strong capable, and dominant father. The 
nurse took over the reassuring qualities of an idealised 
mother, being in the patient's mind, understanding, 
sympathetic, tender and "firm but gentle" Dichter 1954 
pp. 61-63). To the degree that a patient's expectations 
are not fulfilled, at least up to a certain degree, he is 
likely to suffer frustration, if not anxiety...It 
therefore becomes the therapeutic task of those persons 
caring for him - if they believe that they should treat 
him in his totality and not merely his disease or injury - 
to attempt to discover what his expectations are and how 
they can be handled constructively. This is anything but 
an easy task, since it requires a lot of careful listening 
and both willingness and ability to use one's self 
according to the needs of the patient.
THE ROLE OF NURSES IN PATIENT CARE
The nurse's role has been viewed up to now merely as the 
one of carrying out the doctor's orders and reporting the 
patients' progress to him or as being an agent of the 
physician and a "cold provider" of hospital services to 
the patient. It seems though that, according to more 
recent trends concerning patient care, the nurse's role 
acquires a great importance and, their function will
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directly influence positively or negatively the actual 
course of treatment.
As nurses work and patients live in the ward, the way they 
get on together can promote comfort and relaxation or 
anxiety and frustration; therefore, "nurses are the ones 
responsible to maintain a therapeutic environment on the 
patient floor" (Brown 1966, p 114) and to interact with 
the patient in therapeutic ways. Therapeutic techniques 
of verbal and non verbal communication are taught to 
nurses so that they learn how to communicate positively 
with the patients. The central objective of the nurse - 
to comfort and care - can be expressed even by the simple 
fact of the patient being able to see the nurse at work 
(Canter 1984). In other words the presence of the nurse 
around the patients serves as the proof that the patient 
is not neglected. This gives the nurse the great power of 
being the immediate person that patients rely on. Since 
the doctors are not around all the time, the nurse has 
probably all the responsibility of the psychological well­
being of the patient.
In the mid-sixties a movement of clinical and research 
nature started, during which the patient was the focus of 
attention and nursing was viewed as a -flexible, 
multifaceted instrument for helping him. This movement 
is of great importance because it encourages examination 
of who the patient is as a person with a psychological
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past present and future. It centres attention on what the 
patient as an individual should have, not only in skilled 
nursing procedures and in healthy guidance, but in 
comforts and satisfactions designed to check emotional 
regression and foster progression towards independence 
(Glasser 1966, Brown 1966, Cartwright 1969).
As Gow (1982) indicates, the nurses' emotions affect 
patient care. Their role as "expressive specialists" as 
opposed to the doctors' being the "instrumental 
specialists" gives them the power as well as the 
responsibility of directly affecting the atmosphere over 
which the patient is a passive receiver.
Nurses, being the major agent for maintaining a socially 
therapeutic environment are also responsible for 
maintaining their professional composure for both their 
own work and the assistance they give.
"To cope with situations that threaten to destroy her 
composure, a nurse must develop strategies to protect it. 
Some strategies are general, like avoiding a dying 
patient; others are more specialised - some involve 
interaction and others consist of collective moods or 
patterns of behaviour" (Glasser 1966). He also states 
that in most cases the means by which a nurse maintains 
her composure is largely determined by her expectations 
about the certainty and timing of the patient's death.
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"One of the most common strategies is a developmental 
process comprising a progressive accumulation of 
strategies which serve to reduce involvement in the 
patient as he approaches death. By reducing involvement, 
as the ordeal increases, the nurses are less likely to 
become upset and possibly lose composure" (Glasser 1966, 
p. 227).
If the nurse is too careful and her expectations for the 
patient are inaccurate, her strategies for managing 
involvement may do unnecessary damage to her relations 
with the patient. For example, she may avoid the patient 
or limit her talking with him to such an extent that then 
the patient does not trust her and this in turn may make 
her less effective in patient care.
According to Gow (1982, p.12) "Detachment, and non 
emotional involvement cited often as characteristic of the 
most highly professional functioning". He also points out 
that the emphasis on satisfying the needs of the dying 
patient made those who have functioned without any 
emotional involvement begin to doubt whether in fact this 
standpoint is nothing more than a frame of legalising what 
in fact is a non-humanistic approach to patient care. It 
is true though that nurses are trained to sympathise but 
not empathise with patients; a fact which may produce a 
"conceptual confusion" in the nurses' minds as to how they 
should function under such circumstances. The great
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importance of the knowledge of different strategies to 
manage involvement and maintain composure is still a 
crucial element of the nurses' function; and what is more 
important for the field of our interest is that nurses 
base their defences on a conservative estimate of the 
patients' "chances", "...preferring excessive caution to 
the risk of breaking down at the wrong moment. This 
extremely careful guarding of composure may be hard on a 
patient, who is really not as close to dying as the nurses 
believe..." Glasser 1966 p. 255).
The nurses' pessimism could lead to an inaccurate death- 
expectation. Therefore nurses tend often to distance 
themselves from the patient more than is necessary. One 
can imagine the effect on the patient. It is the sudden 
awareness that he is expected to die.
4.2 CARING FOR THE CANCER PATIENT
The President of the International Union against cancer, 
Professor Pierre Denoix, opened the XI International 
Cancer Congress in Florence, Italy, with a plea directed 
to authors and journalists throughout the world to ..."Bid 
them to abandon "Cancer" as a dramatic motif and a term 
that denotes terror and tragic inevitability. Eliminate 
the false connotations from your writing and you will have 
made an incalculable contribution to the campaign we' are 
waging, together, that the inept use of this word tends to
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perpetuate."
"Cancer is a word that elicits an immediate emotional 
response, a response that seems to have no relationship to 
rational thinking, depth of knowledge or the individual's 
role in society" (Burns 1982 p. 3). The feelings and 
mental images aroused by the word cancer make up a complex 
of ideas that are tied together to form the concept of 
what cancer means. These ideas are all present to some 
degree and include an association of cancer with: death, 
feelings of hopelessness, helplessness and shame.
A constant concern of oncologic training programs has been 
to deal with a widely, perceived personal and professional 
aversion to cancer and cancer patients among medical 
students. "Although anecdotally well described as 
behavioural manifestation e.g. avoiding the room of a 
cancer patient, the attitudes comprising this response 
have not been well defined." (Cohen 1982 p. 1218) In his 
study on the attitudes of the medical staff towards cancer 
revealed that from the responses to the C.A.S. (Cancer 
Attitude Survey) the house staff (interns and residents) 
maintain negative attitudes toward cancer and the cancer 
patient, due at least partially to the belief that the 
cancer patient is a dying patient. Other investigators 
have also tried to explore this field in the past.
In 1977 Haley and Huynh et al conducted a study focusing
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on the development of attitudes towards cancer during the 
medical school. The procedure followed was also by 
administrating the Cancer Attitude Survey to students and 
physicians and comparing the results. He concludes that 
students had much more positive attitudes than the 
physicians and that they also "manifest an increasing 
respect for the patient's ability to handle his 
illness..." p. 506. Comparisons between physicians and 
medical students had also been studied by Kay and Appel et 
al (1982) where they confirm Haley's results by concluding 
that physicians emerge to be less optimistic than students 
in their beliefs about cancer.
The Cancer Attitude Survey (C.A.S) was again the tool with 
which the investigators explored attitudes towards cancer. 
This test is composed of 33 statements measuring attitudes 
towards A) the patients psychological resources to cope 
with their illness, B) the value of early diagnosing 
cancer, C) attitudes towards aggressive treatment of 
cancer and D) attitudes towards personal immortality and 
preparation for and acceptance of death.
It is argued by the present thesis that this measure of 
attitudes towards cancer can be questioned about its 
reliability concerning the essence of the attitudes 
measured. Although it may give some detailed information 
about aspects of cancer, it still includes the measures of 
preparing and accepting death. Therefore is this a test
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for exploring attitudes towards a disease or inducing 
them? On the other hand a study with the title "Attitudes 
towards Cancer" would be expected to reveal results which 
would show the respondent's own attitudes and not, their 
ratings on different measures of given attitudes. Why 
should the C.A.S include attitudes towards death...does 
that mean that death is directly associated with cancer, 
and if this is so, how can one infer unbiased attitudes 
from the respondent.
The same study described above used another technique 
which is widely used, the Semantic Differential Test. To 
the best of the researcher's knowledge Jenkins (1976) was 
the first to apply the semantic differential techniques 
developed by Osgood et al (1957) to the study of beliefs 
about diseases. It was intended by this technique to 
resolve the dilemma between open-ended questions which 
make statistical analysis difficult, and multiple choice 
questions, which raise the problem of the social 
desirability of this or that alternative offered the 
respondent.
Jenkins developed a series of 16 scales which represented 
various dimensions relevant to all diseases such as its 
seriousness, it salience etc. By presentation of a given 
dimension of a belief along a broad continuum, it was 
hoped that the respondent would be better able to convey 
his underlying belief with minimal constraint.
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Nevertheless what is missing in this method of 
investigation is the respondents own dimensions of 
beliefs, their own facets on which their attitudes and 
beliefs are based. As Bannister and Fransella (1977) 
indicate "The semantic differential is a very ambitious 
attempt to establish general psychological dimensions of 
word meaning which would hold good for all men in all 
places" (p. 59).
Another important point against the semantic differential 
was made by Sherif et al ( 1969) where he focuses on the
interpretations of zero ratings. He states that such
interpretations are not clear at all and that the 
arbitrary assignments of numbers does not guarantee that
the scale is composed of equal units. He concludes that
if the investigator wants to investigate the beliefs that 
a person classify on a "bipolar adjectives scale” it is 
difficult to secure the needed data (p.339).
In 1977 McIntosh had made the pessimistic statement that 
"...no matter how sensitive one's research instruments are 
it is not possible to establish conclusively what people 
"really" think or what their "real" reasons for actions 
are..." (p. 196).
It can be implied that attitudes are closely related to 
behaviour. In fact, educationalists long ago recognised
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that it was attitudes that determined behaviour (Hayes 
1976 in Fox's book). As a working definition, attitudes, 
it is generally agreed, are feelings either for or against 
something; and on the basis of the attitudes one has 
toward something he behaves accordingly.
"The primary responsibility for the psychological well 
being in addition to the physical welfare of the cancer 
patient, lies with the doctors and the nurses." (Ray et al 
1984 p. 540) Therefore, the way the medical staff behave 
toward cancer patients is a very important issue in the 
course of treatment. Ray et al (1984) in her study on the 
surgeon-patient relationship in the context of breast 
cancer states that "doctors and nurses both feel some 
conflict between on the one hand professional 
responsibility which calls for a certain detachment, and 
for a supportive role which would be individually and 
emotionally focused and which in fact, would require more 
personal involvement" and she concludes that "...they both 
feel that they do not have the skills in communication and 
counselling to provide it...", (p. 541) Rosser (1982) 
revealed that very few practitioners were accepted to 
disclose information concerning the emotional impact that 
caring for cancer patients had for them. Instead most of 
them defined their professional role, and others commented 
on the internal problem of maintaining a balance between 
professional distance and personal involvement.
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The cancer control program devoted much attention to 
nurses. It placed major emphasis on improving the 
capacity of these non-physician health professionals to 
provide cancer-related services. Results from a study 
conducted by Greenwald (1980) demonstrate that a nurse 
practitioner can provide first contact primary clinical 
care as safely and effectively, with as much satisfaction 
to patients, as a family physician. It is suggested that 
patients will benefit from the greater approachability of 
the nurse practitioner compared with the physician's, 
concluding that nurses in an expanded role "give patients 
a greater opportunity to verbalise their problems, a 
clearer comprehension of services and a greater 
appreciation of staff interest in them as individuals" 
(Greenwald 1980 p. 120) "In cancer specifically, nurses 
can contribute much to the well being of actual cancer 
patients" (p. 121).
The support of doctors and nurses in their professional 
social contacts with laymen is vital to the success of any 
attempt to foster in the public mind a less fatalistic 
attitude to those cancers of accessible sites that are 
potentially curable, and to promote more confidence in the 
value of early treatment. Moreover, it is important both 
that the information imparted by doctors and nurses should 
be of a positive kind likely to relieve needless 
anxieties, and that their demeanour should reflect their 
own confidence in the truth of what they say. What they
say on matters of health and disease cannot but have a 
wide influence, and their beliefs and opinions about 
cancer are consequently of profound importance. (Davison 
1965 p. 24)
In this perspective it is considered of great importance 
to investigate any consistent pattern under which diseases 
in general are conceptualised by nurses and doctors and 
explore the possible different meaning of cancer in their 
minds. Results of studying the conceptual scheme of 
experts towards disease in general and cancer in 
particular would possibly have strong implications on the 
kind of influence they have on laymen's perception of 
cancer.
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CHAPTER 5
AIMS AND OBJECTIVES OF THE THESIS
The area of the research'chosen for this thesis is the 
field of health. There has been much comment on and 
research into the understanding of the psychological 
context in which cancer exists, as well as the impact of 
the psychological state of the patient on the incidence, 
the development and the outcome of cancerous illness. 
Based on the literature discussed in the previous chapters 
it is argued by many investigators that cancer not only 
creates psychological consequences for those who suffer 
from the disease but also that there is a great 
possibility that these psychological factors may play a 
role in the actual development of the disease.
It can be seen from the existing literature that the 
popular attitudes towards cancer could be such as to set 
it apart from other illnesses, generating a fearful image 
which preserves unique qualities distinct from other 
equally serious illnesses. Nevertheless the idea of 
cancer being something "evil" and "bad" has its roots deep 
in the past when none of today's technological equipment 
or methods of treatment were known and when literally all 
cancer patients were likely to die in the same way as 
people with tuberculosis were dying before a vaccine was 
available.
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This thesis explores the meaning of cancer in the minds of 
various groups and the role that the notion of cancer 
plays in the experience of treatment and illness per se.
"The growing emphasis in modern medicine on prevention and 
early detection of disease highlights the importance of an 
understanding of population attitudes towards and beliefs 
about diseases" (Antonovsky 1972 p. 375)
Based on the assumption that the conceptualisation of a 
disease does not merely lie in its own properties (signs, 
sites, symptoms) but is formulated through its comparison 
and contrast relationship with other illnesses, the 
research reported in this thesis aims to answer the 
following questions:
A) In the area of Medicine is there any consistent 
..pattern of conceptualising diseases?
B) Do medical staff formulate any particular 
"conceptual scheme" in their minds concerning 
disease?, and if this is so:-
C) According to what criteria do they structure this
scheme?
The research objectives that derive from these questions 
are now discussed.
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5.1. ATTITUDES AND BELIEFS OF NURSES AMD MEDICAL STAFF
TOWARDS CANCER
It is intended to clarify the much commented upon 
attitudes and beliefs towards cancer. Many researchers 
have put forward the question of medical staff's 
perception of cancer. Ray et al (1984) conducted a study 
on nurses' perception of breast cancer to evaluate their 
attitudes towards the disease. Physicians attitudes were 
also studied by Greenwald et al (1982) as well as 
surgeon's attitudes towards breast cancer (Ray and Fisher 
1984, 1986). Their methodology was based on unstructured 
interviews.
Attitudes of medical students, physicians and cancer 
educationalists towards cancer were also studied by Haley 
et al (1977) using a "Cancer Attitude Survey" (C.A.S), Kay 
et al.(1981) who used the Semantic Differential Test and 
Cohen (1982) who again used the C.A.S. All the above 
studies, though, had a stereotyped and predetermined focus 
on cancer which was presented to the respondents in the 
form of a Cancer Attitude Survey or an interview where the 
respondents were asked to compare cancers in different 
given measures - except perhaps for Ray where in her own 
words "every attempt was made to avoid defining for the 
interviewees the issues considered relevant" p.105 (Ray 
Grover et al 1984). Apparently there is an emerging need 
for procedures which would reveal the conceptual system of
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disease which would inevitably lead to the exploration of 
attitudes towards a certain illness. This direct link 
between conceptual schema and attitudes lies mainly on the 
fact that the research deals with the conception of an 
object (cancer) therefore with the cognitive 
conceptualisation towards something which will imply a 
negative or positive conception towards that object.
This research intends to reveal reliable answers to the 
above questions with direct implications for medicine and 
possibly contribute on a methodological level by using the 
multiple sorting technique (discussed below) as a research 
instrument for the investigation of conceptual systems.
5.2. CANCER IN RELATION TO OTHER ILLNESSES ACCORDING TO 
THE EXPERTS' CONCEPTUALISATIONS
A second aim of the thesis is to reveal how cancer is 
related to other illnesses in the experts' minds. Is 
cancer today conceptualised as being a distinctly 
different type of illness from other illnesses preserving 
its myth? Or is it perceived as being a part of a major 
class of equally serious illnesses? Moreover, are 
different malignancies conceptualised differently and 
according to what criteria? (e.g. seriousness, 
treatability, site.)
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5 . 3 .  DIFFERENCES BETWEEN DIFFERENT PROFESSIONAL GROUPS
A third aim of this thesis is to investigate possible 
differences between groups of professionals in the medical 
field. Do the attitudes towards cancer change in line 
with their different educational backgrounds? In other 
words are there any differences between nurses and doctors 
in the way they perceive diseases in general and cancer in 
particular? Also does the experience they have play any 
role in their conceptions and in which ways? e.g. Do the 
student nurses have different beliefs from nurses who are 
specialists in cancer diseases? This investigation aims 
to provide information of use to health educators so that 
new progress in educational programs could be suggested.
Health care, indispensably requires the human factor. 
Therefore it cannot be specified independently of the 
people who are involved in it. Since most of these human 
actions are guided by their perceptions and attitudes, the 
results of this research could possibly add to the field 
of health psychology, in general and patient care in 
particular.
The attitudes held by nurses and medical staff are 
inevitably linked with the lay population, "What they say 
on matters of health and disease cannot but have a wide 
influence; and their beliefs and opinions about cancer are 
consequently of profound importance {Davison 1965 p. 25).
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"The formation of the 'public beliefs' are directly 
associated with the information imparted by doctors and 
nurses to the laymen." Therefore another line of 
investigation in this thesis is the field of non-experts 
perceptions.
5.4. PUBLIC IMAGE OF CANCER ON LAYMEN'S CONCEPTION
Research on the public image that cancer has acquired 
throughout the years supports the view that cancer may 
heavily stigmatise those who have the disease, and also 
that the patient's social environment may treat them as 
such. (Senesku 1963, Le Shan, Bowers and Jackson 1964, 
Kalish 1966, Kleiman et al 1977 and Albrecht et al 1982). 
Again the weaknesses of these studies lie on the fact that 
cancer was one concept among many others which is taken 
for granted as being a source of stigma and were presented 
to the respondents as such in different types of 
questionnaires. For example, Antonovsky (1972) conducted 
a study where he investigated the image of four diseases 
in the population of Israel. The technique used was a 
semantic differential test where any dimension of a belief 
chosen by the researcher was given along a broad continuum 
to the respondents to rate the diseases. This technique 
has already been questioned concerning its ability to 
reveal reliable results (Bannister .and Fransella 1977). 
The given dimensions of beliefs could possibly serve as a 
bias in defining the layman's beliefs towards cancer.
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It has already been mentioned that one of the aims of this 
thesis was to reveal which dimensions are those which 
may shape the conceptual system of the experts. Having 
clarified this, it was decided to use these dimensions in 
the study of the layman's perception of cancer.
The assessment of the relative weight that these 
dimensions, used to classify diseases, would have in the 
minds of non-professionals could hopefully lead the 
research into the explorations of the public image of 
cancer. Specifically, would any of the criteria influence 
and differentiate the laymen's attitudes towards a certain 
disease? Or would a disease alone by being cancer remain 
unaffected by any other dimension (serious, treatable). 
Also another phase of the research of the public image of 
cancer would be to investigate the association of words 
including cancer in the minds of the lay population. Is 
there a different line of associating cancer in their 
minds than when they deal with the names of other 
illnesses? And what are these associations?
The answers to these questions would implicitly lead to 
the objective of the investigation of the public image of 
cancer in the lay population.
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5 . 5  CANCER PATIENTS AND THEIR DISEASE
Finally this thesis partially explores the field of the 
patients suffering from cancer. It is intended by this 
final investigation to outline any possible information 
"obtained" from the cancer patients as to whether their 
disease by being a cancer puts them apart from other 
patients or whether they consider themselves as having a 
serious illness among a broad group of other serious 
illnesses. How do they think about their own illness, 
does their social environment influence their thoughts? 
Are their attitudes towards cancer different from the non­
sufferers or do they have to carry the heavy weight of 
"the illness" on their shoulders?
It is not the intention of this thesis to investigate or 
assess if and at which levels cancer patients could be 
affected by the expert's attitudes towards cancer or by 
the general public image that cancer has. It is though 
the aim of thi’s thesis to point one way for future 
research concerning cancer patients, their beliefs, about 
their illness, and how this would be directly linked with 
the prognosis of their illness.
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5 . 6  SUMMARY OF THE AIMS
In conclusion the aims of the thesis can be summarised as 
follows:-
a) To establish what conceptual schema of disease exists
in the medical professionals and how cancer related
illnesses are located within this schema.
b) To understand what criteria are used to classify
diseases.
c) To compare conceptual schemes between different 
professional groups and different backgrounds of 
experience.
d) To assess the relative weight of the different
criteria used by the experts to classify diseases on 
the non-experts evaluations.
e) To evaluate the role that cancer plays in the
conceptual schemes of professionals.
f) To evaluate public image of cancer by studying the
non-experts beliefs and attitudes.
g) To draw out the implications of findings for 1) Future 
educational programs 2) future research on patient care.
h) To establish and suggest methodological improvements
in the assessment of attitudes in the research.
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CHAPTER 6
STUDY OF NURSES
6.1 NURSES' CONCEPTION OF CANCER
As discussed in an earlier chapter in order to understand 
nurses' conceptions it was fruitful to see how they think 
of cancer in relation to conception of other diseases.
The present study then, is an attempt to establish a 
general view of what concepts are used by nurses to 
evaluate different diseases, and how they formulate their 
categorisation schemes in the field of illness in general 
and of cancer in particular.
A good way to do this has been to use the Multiple Sorting 
Task (MST). Since the interest of this research is based 
on the exploration of the conceptual systems underlying 
the experts attitudes towards cancer, such a technique 
would be of great usefulness by revealing the 
categorisation of the concepts in question. This involves 
organising information in certain ways, examining 
differences and similarities between the content of 
categorisation.
In the present study the use of the Multiple Sorting Task 
will be to investigate how the different illnesses are
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categorised by the nurses and the similarities or 
differences that they have with cancer. As Tajfel (1978) 
indicates "the role of categorisation in perceptual and 
other cognitive activities has been for many years one of 
the central issues in psychological theory" p. 305.
Therefore the main task of the MST will be to identify the 
salient categories, and the pattern of assignments which 
the experts use to relate categories to elements 
(diseases). The attitudes and beliefs towards one of the 
elements (cancer) will then clearly emerge only by looking 
at the categories under which this element is classified. 
As a consequence this procedure will be used to explore 
the categories and systems of classification that nurses 
use in the context of diseases.
6 .2 THE MULTIPLE SORTING TASK (MST): PRINCIPLES AND
PROCEDURE
A. PRINCIPLES
The principle that underlies the MST is that people think 
about and deal with the world through categorisation. 
Uncovering these natural incoming categories is the aim of 
the MST. This claim that people categorise their world is 
not new. Platonic theory held that reason was a matter of 
judgements of "sameness" and "difference".
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It is through categorisation of phenomena in forms of 
concepts that people are able to respond to a class of 
objects such as "chairs," rather than to each separate 
chair as a unique entity. Without this process of 
conceptualisation the world would seem chaotic, one would 
be overwhelmed by one's experiences (Smith and Medin 
1981) .
The notion of conceptual categories is not straight 
forward. In classical concept theory, a category is a way 
of grouping phenomena "in terms of those characteristics 
that distinguish this array from objects or events in the 
Universe" (Bruner et al.1956).
However, this perspective fails to deal with such as 
unclear cases, and recent work in concept theory has 
favoured a probabilistic approach. In prototype theory 
(Rosch 1977, Mervis and Rosch 1981) categories are 
proposed as overlapping networks of characteristics. 
Categorisation becomes a matter of less well-defined 
"family resemblances", where more prototypical members of 
a category have more overlapping characteristics in common 
with members of the same category, and less in common with 
members of other categories.
The MST is specifically designed to cope with multifarious 
phenomena, by allowing people to categorise and 
recategorise their own every day experiences in terms of
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natural system of meaning.
B. MST PROCEDURE
As Canter, Brown and Groat (1985) argue that when research 
questions focus on the general conceptual processes 
underlying the explanation people might give it is 
fruitful to explore the categorical organisation of those 
conceptual processes. Both the study of personal systems 
of classification and of explanations emphasise the 
understanding of the individual's own framework for 
dealing with and making sense of the world especially for 
different aspects of people's conceptualisation.
The view that each individual has a unique way of 
construing the world has its roots back in the past when 
the first ideas on cognitive psychology first emerged 
(James 1890 ) .
The semantic differential (Osgood 1957) the old and 
p o p u l a r  p r o c e d u r e  used to st ud y p e o p l e ' s  
conceptualisations "...constrains the concepts people can 
reveal by providing them with a set of terms to which to 
respond and by giving precise instruction as to how that 
response can be structured..."
"Procedures which have some possibility of the respondent 
forming his/her own answers are essential if the essence
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of any given individual's conceptual system is to be 
established. These open-ended procedures, especially 
those which are built around the interactive potentials 
provided by the one-to-one interview recommend themselves 
to the study of conceptual systems" (Canter et al 1985 
p.6) .
A number of procedures have emerged within that context, 
notably Kelly's repertory grid which has been criticised 
as limited by the "requirement that the subject present 
his judgements in handy grid statistical format before we 
can analyse the pattern.." (Bannister and Fransella 1977,
p. 116).
Also the Q-sort, a method which enables the people to 
assign elements to categories, where the categories 
themselves are specified, usually as increments of an 
adjectival scale. "...Moreover the Q-sort is typically 
used in a form whereby the interviewee is required to 
assign elements to the categories in a specified 
distribution..." These restrictions of the interviewees 
sorting behaviour thus make the Q-sort more akin to the 
semantic differential technique than to the intensive one- 
to-one interview..." (Canter, Brown and Groat 1985 p.9).
According to the above authors although interview based 
sorting procedures do have a long history it is o.nly 
recently that the full possibilities of this approach have
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become apparent. These possibilities attempt to avoid the 
limitations of earlier procedures "the multiple sorting 
procedure does not impose a view of the likely structure 
and content of an individual's conceptual systems on the 
interviewee. it minimises the "technique for its own 
sake" syndrome by allowing the explorations of both the 
nature and the organisation of concepts about any issue, 
monitoring the freedom and open-ended qualities considered 
so essential by many researchers yet still providing for 
systematic analysis of individuals on groups ..." (p. 11). 
"...Then when people are unable to put words on their 
categorisations of elements it is the structure which they 
impose on the world which should be the starting point for 
the psychologist..." (p. 11).
The MST as developed by Canter et al (1985), then, is a 
versatile method of investigating conceptual systems. The 
objective is to help people to analyse their everyday 
understanding of things to get behind the natural attitude 
of taking things for granted. The Multiple Sorting Task 
provides a framework for this self analysis.
Basically, the procedure involves participants in sorting 
specific items into similar or dissimilar categories on 
the basis of a single, fundamental criterion. Once this 
criterion has been evaluated, further criteria provide the 
basis of further sorting procedures. Sorting continues 
until all criteria have been exhausted.
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The objective of the MST is to sort elements into 
categories or groups on the basis of one single criterion 
at a time. It is assumed that the various categories show 
how the elements are experienced. Categories can 
designate quantitative or qualitative groupings.
RELIABILITY
The degree of reliability of a set of measurement is a 
very important consideration, referring as it does to the 
consistency of results obtained by the same respondents 
when examined with the same procedure on different 
occasions or with different sets of equivalent items, 
under variable examining conditions.
The MST is a "self exploration for the individual doing 
it, and learning process in which he/she comes to 
understand more about their own conceptual system. As a 
consequence it is possible that an individual would not 
give the same sorting twice..." (Canter et al 1985 p. 41) 
"...What is being studied is the overall conceptual system 
a person uses..." (p.41)
In the present case the consistency of the technique is 
explored through the emerging patterns in the,results 
across the groups of nurses and doctors and within 
different groups of similar experts.
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The revealed consensus through the similar patterns of 
conceptualisation therefore serves as an indication of 
reliability attributed to the Multiple Sorting Task.
VALIDITY
In the present thesis the Multiple Sorting Technique is 
adopted for the study a-s- the conceptual system of 
different groups of people construct validity is the more 
relevant measure of how valid this technique is "It 
therefore is a validation involved where a test is to be 
interpreted as a measure of some attribute or quality 
which is not operationally defined" (Crow\becH and Meehn 
1955 p. 58).
"Construct validity is not to be identified solely by 
particular investigative procedure, but by the orientation 
of the investigator..." (p. 58).
In the present thesis the use of the MST was for the 
investigation of the conceptual system of experts and non 
experts towards disease in general and cancer in 
particular. Based on the review of literature described 
in the introductory chapters the researcher assumed that 
the respondents would "treat" differently cancerous 
illnesses and their conceptions would be differentiated 
from the rest of the illnesses. The myth surrounding 
cancer as a concept was set to be investigated and
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"measured" through the Multiple Sorting Task technique 
"...Construct validation takes place when an investigator 
believes that his instrument reflects a particular 
construct, to which are attached certain meanings. The 
proposed interpretations generates specific testable 
hypothesis, which are a means of confirming or 
disconfirming the claim..." (Groubec 1955 et al p.65).
It is argued that the conceptual scheme under 
investigation is "reflected" by the MST procedures through 
which a respondent is able to "arrange" and "organise" his 
personal conceptual system by categorising and 
recategorising the illnesses listed accordingly.
As mentioned by Canter et al 1985 "...one very important 
meaning to the validity of a sorting task is the extent to 
which the respondent and the investigator have a shared 
understanding of what the procedure is measuring. In this 
respect the details of the result, both in content and 
structure can be examined to see what they reveal of the 
respondents understanding of the task as presented...." 
(p. 42).
From the results obtained it is the belief of the 
investigator that MST measures what it is designed to 
measure in a simple and clear way and that the conceptual 
systems of the respondent towards disease were revealed 
very accurately.
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6 . 3  IDENTIFICATION OF SORTING ELEMENTS
Items or elements, are the basis of the MST. In the study 
of nurses the elements were diseases covering a wide range 
in the sphere of medicine.
With the assistance of the head of the department of 
nursing studies in the University of Surrey, twenty 
diseases were chosen, including cancers and non cancers, 
severe and non-severe illnesses (List 1). The items were 
also based on estimated percentages of survival in the 
main sites of malignant tumours (Table 1), so that both 
lethal and non-lethal cancers were included.
6.4 SELECTION OF SAMPLE
The sample was a total of sixty (60) nurses chosen from' 
three hospitals in Athens and was divided into three 
subsamples according to the type of experience they had.
A group of student nurses (N = 20), a group of nurses 
working in a General Hospital (N = 20) and a third one 
including nurses with working experience in a cancer 
specialised Hospital (N = 20). *
Each respondent took part in a 40 minute interview where 
the interviewer was using the MST procedure.
* Institute of Nursing Studies in Agia Sophia Children^ 
Hospital, Evangelismos Hospital, Agios Savas Hospital.
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6.5 PROCEDURE (ADMINISTRATION).
The actual interview was carried out in the Hospitals. 
Each nurse was presented with the set of elements and an 
introduction and instructions as follows:
nI am carrying out a study of what people think and feel 
about different diseases. So I am asking a number of 
people to look at the following cards (each one of them 
representing a different disease) and sort them into 
groups, in such a way that all the cards in any group are 
similar to each other in some way and different from those 
in the other groups.
You can put as many cards into each group as you like; it 
is your views which count. When you have carried out a 
sorting, I would like you to tell me your criterion for 
your sorting and describe each group of cards in relation 
to this criterion".
Then the interviewee was asked to do the sorting again 
using any different criterion he or she could think.
Because the interviews were taking place during duty hours 
nurses failed to give more than one criterion for sorting 
again, probably because they were tired or just because 
they did not feel like it.
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LIST OF THE ELEMENTS USED IN MST
1. Cancer of Pancreas
2. Cancer of Bronchus
3. Cancer of Brain
4. Multiple myeloma
5. Cirrhosis of the liver
6 . Chronic myeloid leukaemia
7. Aplastic anaemia
8 . Myocardial infarction
9. Cancer of colon
10. Cancer of Cervix
11. Melanoma
12. Chronic bronchitis and emphysema
13. Multiple sclerosis
14. Bronchopneumonia
15. Duodenal ulcer
16. Fractured neck of femur
17. Peripheral neuropathy
18. Osteoarthritis
19. Uterine fibroids
20. Eczema
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TABLE 1
Revised percentage of the five year survival, according to 
sex, in the main sites of malignant tumours, in the U.S.A, 
1965-1969. {Source: CA-A Cancer Journal for clinicians, 1978)
SITE_____________________MEN (%)_____________WOMEN (%)
Lips 84 85
Tongue 32 44
Mouth 45 56
Pharynx 21 30
Oesophagus 3 6
Stomach 12 14
Colon 64 66
Liver 6 9
Pancreas 1 2
Larynx 63 59
Lungs 8 13
Breast 50 65
Cervix - 66
Ovary - 34
Kidney 41 43
Melanoma of the skin 61 75
Brain 25 33
T h y r oi d 8 0 8 7
Leukosarcoma 34 37
Hodgkin 53 57
Multiple myeloma 17 16
Leukaemias 14 15
Reference: Trichopoulos, Dimitris, E^^demi^qjL 0£yj_
Principles, Methods, Applications. Athens, Gr. Parisianos 
Publications, 1982.
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The sample used in this study was mostly women between 20 
and 35 years old.
6 .6  RESULTS
CONTENT CATEGORIES
Nurses used a range of categories (criteria). These can 
be summarised by assigning them to different groups.
It was apparent that all three groups used mainly the 
concepts of (a) fatality (b) treatability (c) prognosis 
(d) degree of pain and (e) severity, to refer to their 
perceptions of the different diseases.
Specifically in student nurses 58.4% of their sorting were 
about future outcome: Prognosis (15.2%) Death (26%)
Treatability (13.2%) and Seriousness (4%) (Table 2).
In the group of general nurses 21% of sorting criteria was 
about death, treatability was used in 25.4% and criteria 
of p r o g n o s i s  and s e r i o u s n e s s  c o v e r e d  8.5% 
respectively (Table 3). Again, categories indicating 
future outcome of disease covered a total of 63.6%. In 
this group 4.2% of the respondents used the category of 
"cancer" which was not found in the analysis of the 
previous group.
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TABLE 2
PROGNOSIS
1. Good prognosis
2. Bad prognosis
3. Worst prognosis
HELP
1. You can help
2, You cannot help
TREATMENT
1. Treatable
2. Non-treatable
LIFE HANDICAP
1. Life handicapped
2. Not handicapped
LENGTH OF TIME
1. Acute
2. Chronic
PAIN
1. Painful
2. Painless
Sorting criteria of
PSYCHOLOGICAL PROBLEMS
1. Produce psychological 
problems
2. Does not produce 
psychological problems
READAPTATION
1. Need for
2. No need for
STIGMA
1. Stigmatised
2. Not stigmatised
DEATH
1. Lethal
2. Not lethal
PREVENTION
1. Preventable
2 . Unpreventable
SEVERITY
1. Very serious
2. Serious
3. Not serious
Student Nurses.
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TABLE 3
CARE
1. Need
2. No need
DEATH
1. Lethal
2. Not lethal
TREATMENT
1. Treatable
2. Not treatable
SEVERITY
1. Serious
2. Not serious
PSYCHOLOGICAL PROBLEMS
1. Produce psychological probl
2. Do not produce
CANCER
1. Cancer
2. Not cancer
THREAT
1. Threatening for nurse
2. Not threatening
Sorting criteria of
96
EFFECT IN SOCIETY
1. Bad effect
2. No effect
PROGNOSIS
1. Bad prognosis
2. Good prognosis
3. Worst prognosis
PAIN
1. Painful
2. Painless
LENGTH OF TIME
1. Acute
2 . Chronic
BLEEDING
1. Yes
2. No
PESSIMISM
1. Patient is pessimistic
2. Patient not pessimistic
.eral Nurses.
Finally from the content analysis on the specialised 
nurses it emerged that more than 68% of the sortings were 
done on an "outcome basis": Treatability covered 15%,
death was used in 11.5% and seriousness was 35% 
approximately, prognosis was 7.6% (Table 4). In this group 
the "Cancer" criterion was used by 9.6% of the 
respondents.
It appears that, even if the distribution of percentages 
among these criteria in the three groups are different, 
the overall percentage of nurses forming their 
concepualisation on an outcome basis is high in all the 
groups. These nurses looked on disease directly in terms 
of its overall consequences. There were a lot of other 
categories which were not used; for example none of them 
mentioned criteria like patients' experience, nursing 
requirements or frequency of occurrence of different 
diseases.
Since MST technique is characterised by the free choice of 
the respondent to choose criterion and sort the elements, 
it is a dominant way of thinking for the nurses which is 
drawn out and creates this apparent structure of 
"conceptualisation scheme".
Interestingly enough the criteria used by the three 
different groups were more or less the same with the 
exception of "cancer" which was not used in the group of
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TABLE 4
Sorting criteria for Cancer Specialised Nurses
SEVERITY
1. Serious
2. Not serious
FEAR
1. Nurse gets scared
2. No fear
TREATMENT
1. Treatable
2. Not treatable
DEATH
1. Lethal
2. Not lethal
LENGTH OF TIME
1. Chronic
2. Acute
CARE
1. Need
2. No need
PREFERABILITY
1. Nurses prefer to have
2. Does not prefer
CANCER
1. Cancer
2. No cancer
PROGNOSIS
1. Good
2. Bad
OUTCOME
1. Good
2. Bad
HELP
1. Need help
2. No need
PAIN
1. Painful
2. Painless
FEEL SORRY FOR
1. Yes
2. No
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student nurses. Difference in emphasis of different 
groups will be discussed in the interpretation of the 
results.
ANALYSIS
Different nurses used different categories, and yet it 
would seem that many of these "category schemes" have 
similar themes underlying them. The question is therefore 
raised, as to whether there is any consensus amongst the 
different views. Because all nurses sorted the same 
diseases, it is possible to carry out an analysis that 
compares the diseases on the basis of the categories used.
If such a comparison reveals a coherent pattern across 
all the nurses, then this is evidence of a recognisable 
consensus. The revelation of such a pattern would be a 
great help in identifying the overall role of cancer in 
the conceptual system. ^^
DATA MATRIX
The approach taken here to the analysis is to prepare a 
data matrix in the following way: Each column was the
person interviewed and each row was a different disease.
The cells were the categories. For each person there was 
a number of categories, and each category was assigned a 
number.
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MULTIDIMENSIONAL SCALOGRAM (MSA 1)
One technique that is appropriate to MST data is 
multidimensional analysis (MSA) (Lingoes 1973, Zvulum 
1978) one of the family of non metric multidimensional 
scaling procedures.
MSA deals with categorical data in a pure form. It does 
not transform the original data in any way. Also, MSA 
deals with all items of data simultaneously. Thus the 
integrity of the data is preserved and its holistic nature 
is maintained. MSA represents items of data in 
multidimensional space on the basis of their similarity or 
dissimilarity. The more similar, the closer together and 
vice versa.
In order to find out how the actual diseases relate to 
each other according to nurses categorisation schemes it 
was decided to input the matrices from each group to a 
multidimensional scalogram (MSA-1).
As mentioned before MSA analysis is a technique used to 
examine relationship between subjects comparing 
individuals on profiles of variables. It produces a 
geometric configuration of individuals (in this case 
diseases) plotted in a space which is derived from the 
contiguity of regions for each variable category. The 
individuals are rather plotted in relation to one another,
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so the axes are not the main focus for interpretation.
In this study an MSA was carried out to see whether there 
were any similarities or differences among the different 
diseases in nurses conceptual system.
Figures 1,2,3 reveal the results.
MSA-1 STUDENT NURSES
Each of the points in Figure 1 represents one of the 
diseases as written on the cards. The relative distance 
between the points is a function of the similarity in the 
nurses categorisation. In other words the more often 
diseases were put in the same category the closer together 
they are in the space.
The interpretation of the space therefore can be carried 
out by looking at the relative position of the items and 
checking these against the content categories given by the 
nurses.
For interpretive purposes it is fruitful to divide Figure 
1 into four sections. Each one of the sections contains a 
group of diseases. Section A contains "chronic bronchitis 
and e m p h y s e m a " ,  " f r a c t u r e d  neck of femur", 
"bronchopneumonia", "eczema", "duodenal ulcer", "uterine 
fibroids" and "osteoarthritis". Section B contains
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FIGURE 1
M.S.A RESULTS FROM THE SORTING OR DISEASES CARRIED OUT ON
STUDENT NURSES
5 Chronic bronchitis 8 
17 Fractured neck of femur
6 Bronchopneumonia 
19 Eczema
7 Duodenal ulcer 
16 Osteoarthritis 
11 Uterine fibroids
2 Peripheral neuropathy 
1 Multiple sclerosis 
9 C irrhosis of liver
D 4 Myocardial infn&ction 
13 Aplastic anaemia 
10 Cancer of cervix 
18 Melanoma of the skin
15 Multiple myeloma 
3 Brain tumour 
20 Cancer of pancreas 
14 Chronic leukaemia 
12 Cancer of bronchus 
8 Cancer of colon
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"peripheral neuropathy", "multiple sclerosis" and 
"cirrhoses of the liver". Section C is the group which 
includes "multiple myeloma", "brain tumour", "chronic 
myeloid leukaemia", "carcinoma of the head of pancreas", 
"carcinoma of the bronchus" and "carcinoma of the colon". 
Finally Section D includes "myocardial infraction", 
"aplastic anaemia", "carcinoma of the cervix" and 
"melanoma of the skin".
The reason why different diseases form different groups in 
the space can be understood by looking at the content 
categories that nurses used as given in table 5. From 
this it can be seen that Section A is characterised by 
diseases considered as relatively mild with no specific 
need, not serious and with good prognosis. Section B 
contains diseases which were categorised by the student 
nurses as the ones which need emotional support with 
little chance of treatment and bad prognosis. In Section 
C we have criteria implying death with no hope of 
surviving at all. Finally in the last Section D criteria 
are ambivalent. It seems that diseases included in D are 
the ones that nurses give 50% chance of being mild or 
serious, with negative or positive prognosis. In other 
words the outcome "depends on different circumstances". 
Looking at the figure again as a whole, one can easily see 
a pattern which emerges, revealing a general order from 
the least serious mild diseases to the worst lethal ones 
as nurses perceive them. We can see some distinction only
103
TABLE 5
DESCRIPTION OF THE CRITERIA USED BY MEDICAL STAFF IN 
CLASSIFYING THE DISEASES.
Classifying the diseases.
1. STUDENT NURSES
LOWER LEFT 
Not serious
Prognosis could be good
Treatable
No death
No need of emotional support
No need of readaptation
UPPER MIDDLE
Serious but not cancer
Bad prognosis
Few chances for treatment
Could die but not immediately
Need of emotional support because they are chronic 
Need care as if they were cancers 
Neutral for social adaptation 
LOWER RIGHT
Greatest severity-malignancies 
Worst prognosis 
Non treatable 
Death
Need support (Cancers)
Need of social adaptation - "if they have time"
LOWER MIDDLE
Range of levels of seriousness
Prognosis could be negative or positive depending on
circumstances
Could be Treatable
Could be at a stage needing rehabilitation 
Need support
104
in the nD diseases" which are conditional on the 
circumstances.
The general picture therefore is one that shows a movement 
from the left to the right which can have the shape of a 
"horseshoe".
The "Horseshoe phenomenon" has been discussed by Kruskal 
and Wish 1978 p. 216. "Although data which reveal 
horseshoe shape are two dimensional in the sense of 
M.D.S", he indicates, "it is apparent that the two 
dimensional configuration has a special character: it
consists of a nearly one dimensional configuration which 
has been bent around in a horseshoe shape. Only one 
curvilinear dimension is sufficient to give reasonable 
description of the data.
In the present study although data could be interpreted in 
a two dimensional sense of "Nature of disease" and 
"Prognosis", the general movement which reveals 
quantitative and qualitative increase from the left to the 
right, is more accurate and easier to interpret. 
Therefore in Figure 1 the apparent shape of a horseshoe 
indicates that, according to student nurses conceptual 
system, diseases are classified on the basis of 
seriousness and outcome. Starting from the left side of 
the horseshoe (A) with the mild ones towards the upper 
middle down to the lower right end of it.
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It is apparent that equally serious and untreatable 
diseases (B) are different from cancers (C) although some 
of the cancers could be less serious than for example 
multiple sclerosis or cirrhoses of the liver (B) (See 
table 6). There is no doubt that cancerous diseases are 
differentiated from other diseases in the conceptions of 
student nurses, being at the right end of the horseshoe, 
cancer patients are seen as "doomed to die" while the 
equal lethal ones (B) seem to have "some chance".
Interestingly enough a group of diseases (D) does not fall 
into the "horseshoe" shape. This happens because nurses 
considered these diseases as "conditional on 
circumstances". One of the diseases included in this 
section which probably gives the overall perception is the 
myocardial infarction. it is clear that this disease when 
it occurs, could mean no consequences at all, or immediate 
death.
In this section were also assigned by the student nurses 
two cancerous diseases "melanoma of the skin" and "cancer 
of the cervix". According to recent medical information 
(See table 6) these two diseases are treatable and could 
be mild. It seems that these diseases are not considered 
as "cursed" as the rest of the cancers, but yet they are 
not assigned along with other cancerous equally treatable 
ones.
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In general, student nurses seem to perceive cancer 
patients as the ones that have no chance of recovering 
with the exception of skin and cervix.
MSA 1 - GENERAL NURSES
The same analysis was carried out on this group of data. 
Each point in Figure 2 represents again one of the 
diseases used in the interview with the nurses of the 
General Hospital.
Once more the interpretation of the space is carried out 
by looking at the relative positions of the points and 
checking them against the content categories given by the 
nurses.
Figure 2 is divided once again into four sections. 
Section A contains "chronic bronchitis and emphysema", 
"osteoarthritis", "eczema", "duodenal ulcer", "fractured 
neck of femur", "uterine fibroids", and bronchopneumonia". 
Section B is "peripheral neuropathy", "aplastic anaemia" 
and "multiple sclerosis". Section C "cirrhosis of the 
liver", "chronic myeloid leukaemia", "multiple myeloma", 
"cancer of the bronchus", "cancer of the colon", "brain 
tumour", "cancer of the cervix" and "carcinoma of the 
pancreas". Finally Section D includes melanoma of the 
skin and myocardial infraction.
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TABLE 6
Aetiology Treatable Prognosis
Carcinoma of the head of pancreas 
Brain tumour 
Melanoma of the skin 
Carcinoma of the bronchus 
Multiple myeloma 
Chronic myeloid leukaemia 
Carcinoma of the cervix 
Carcinoma of the colon 
Uterine fibroids
Cirrhosis of the liver +
Myocardial infraction +
Multiple sclerosis
Aplastic anaemia +/-
Chronic bronchitis and Emphysema +
Bronchopneumonia +
Duodenal ulcer
Peripheral neuropathy +
Osteoarthritis
Fractured neck of femur +
Eczema +
+ = cure
x = depending on conditions 
- = bad prognosis
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FIGURE 2
MSA 1 RESULTS FROM THE SORTING OF DISEASES CARRIED OUT ON
GENERAL NURSES
A •17 Fractured neck of femur B 2
7 Duodenal ulcer 13
11 Uterine fibroids 1
16 Eczema
19 Osteoarthr it is
8 Chronic bronchitis3
D 4 Myocardial infraction C 14
18 Melanoma of the skin 9
15
20
8
12
3
10
Peripheral neuropathy 
Aplastic anaemia 
Multiple sclerosis
Chronic leukaemia 
Cir.rhosis of liver 
Multiple myeloma 
Cancer of pancreas 
Cancer of colon 
Cancer of bronchus 
Brain tumour 
Cancer of cervix
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By looking at the content categories that general nurses 
used as given in table 7, one can understand why different 
diseases form different groups in the space, in the same 
way as in the previous analysis.
Diseases in Section A are the ones that nurses, can help 
but patients do not really need care. There are no 
problems in the course of treatment or any pain at all, 
and they have the best prognosis. Moving towards the 
upper middle section (B) diseases in this area are 
conceived as serious, but not very much in need of help; 
these diseases can be handled by the general nurses, and 
the patients do not suffer much. According to the nurses 
there are chances of treatment. The region in the right 
side of the space (Section C) could be also divided into 
upper and lower section starting from the former being 
characterised by very serious diseases which need the most 
care, painful diseases and most of the time lethal. Moving 
to the lower section the group of diseases placed in that 
region are the ones with the worst prognosis and definite 
death is predictable. Nurses do not feel that they can 
help these patients at all, although they are in the most 
need of care. This group is also characterised by "being 
cancers". Interestingly chirhosis of the liver is closer 
to the cancers. This could be due to the element of help 
which these patients could be offered. Probably nurses 
did not think they could help such cases much.'
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TABLE 7
DESCRIPTION OF THE CRITERIA USED BY MEDICAL STAFF 
IN CLASSIFYING DISEASES
II. GENERAL NURSES
LOWER LEFT
Non serious 
No care needed 
Treatable 
No death 
Best prognosis 
No pain
We can help but considered neutral
UPPER MIDDLE
Serious
Not very much care needed
Not treatable but there are chances
Chronic, moving to more life time, perhaps death
Prognosis depended (medium)
Could be painless 
We can help it
LOWER RIGHT
Biggest severity (most serious disease)
Most care needed
Non treatable (mostly because malignant)
Death
Worst prognosis 
Painful in most cases 
We can not help it
LOWER MIDDLE
Illnesses where development uncertain
Dependent on individual and environmental circumstances
Could become serious
Could cause death or could not
Neutral prognosis
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It is obvious that the same pattern emerges in the Figure 
two, revealing a general order according to the general 
nurses conceptions on the different diseases, from the 
least serious to the most serious ones. Again we have the 
same movement from the left to the right which has the 
shape of a horseshoe.
Section D again falls out of the horseshoe and it is 
characterised again by conditions depended illnesses. 
Myocardial infraction is again the disease the nature of 
which is characteristic of the uncertainty of prognosis or 
treatability. This time only one more disease belongs to 
the D Section which does not fall in the horseshoe and it 
is the "melanoma of the skin". Unlike the student nurses, 
general nurses seem to think that cancer of the cervix is 
as "doomed " as the rest of the cancers belonging in 
Section C in the lower end on the right side of the 
horseshoe. Overall there were not any dramatic 
differences in the conceptions of the two groups of
nurses. Table 7 shows the content categories that general 
nurses used to classify the different diseases.
MSA I - CANCER SPECIALIST NURSES
In Figure 3 we can see the analysis carried out with the 
data collected from the nurses who are trained to work in 
specialised hospitals for cancer.
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The plot in Figure 3 is once more divided into 4 sections. 
In Section A we have "duodenal ulcer" , "eczema", 
"fractured neck of femur", "uterine fibroids", "peripheral 
neuropathy" and "osteoarthritis". Section B is the one on 
the top of the plot which, from left to right, contains: 
"chronic bronchitis and emphysema", "bronchoneumonia", 
"aplastic anaemia", "multiple sclerosis" and "cirrhosis of 
the liver". Section C includes: "chronic myeloid
leukaemia", "brain tumour", "cancer of the pancreas", 
"multiple myeloma", "cancer of the bronchus", "cancer of 
the cervix", "cancer of the colon" and melanoma of the 
skin". Section D finally which represents the central 
point of the plot includes only "myocardial infraction".
It is impressive that myocardial infraction stands in the 
middle as in Figures 1 an 2 but this time none of the 
other diseases shares its special nature.
Table 8 shows the content categories that cancer 
specialised nurses used to classify the different 
diseases. In this case diseases are grouped according to 
the following criteria. Section A is characterised by non 
serious diseases which do not create fear in the nurses. 
Nurses consider that patients suffering from these 
illnesses can fight and recover. In general these 
diseases are regarded by the nurses as mild, easy to take 
care of and especially not cancerous. Notice that this 
group of nurses like the general ones and unlike the
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FIGURE 3
MSA 1 RESULTS PROM THE SORTING OF DISEASES CARRIED OUT ON
CANCER SPECIALISTS NURSES
A 12 Uterine fibroids B 5 Chronic bronchitis
2 Peripheral neuropathy 6 Bronchopneumonia
7 Duodenal ulcer 14 Aplastic anaemia
18 Fractured neck of femur 1 Multiple sclerosis
20 Eczema 9 Cirrhosis of liver
17 Osteoarthritis •
D 4 Myocardial infraction C 15 Chronic leukaemia
3 Brain tumour
10 Cancer of pancreas
16 Multiple myeloma
13 Cancer of bronchus
11 Cancer of cervix
8 Cancer of colon
19 Melanoma of the sk
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students' group, used the criterion of being cancers or 
not to classify the diseases.
In Section B we have categories like "severe", "chronic" 
and relatively bad outcome characterising the diseases. 
These diseases are not scaring for the nurses, and it is 
assumed that they might be treated; again Section B "is 
not cancers". Section C forms the •"cancers" group and 
categories are the most pessimistic ones like "definite 
death", "no cure", "very scaring" for the nurses and also 
the feeling that nurses cannot help such diseases at all.
The shape of the horseshoe is again clearly revealed in 
this Figure. In this case Section D which is the space 
characterised by "conditions depended" diseases has 
"myocardial infraction” as the only disease of such 
nature.
Nurses specialised in cancer patients seem to 
differentiate cancerous diseases as the most scaring and 
helpless cases at least as much as the other groups of 
nurses. It. is evident from the pattern revealed that this 
group of nurses are even more rigid in their views of 
cancers. They do not appear to differentiate amongst 
different cases and sites. In other words instead of 
being more sensitive to the eventual differences and the 
underlying details that one concept has from another, they 
seem much more inflexible. This can be shown by the fact
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DESCRIPTION OF THE CRITERIA USED BY MEDICAL STAFF IN
CLASSIFYING DISEASES
TABLE 8
III. CANCER SPECIALISTS NURSES 
LOWER LEFT
Not very serious
Not scaring
Treatable
Chronic
Fight
Non cancers 
Good outcome 
No death
I can help but not important
UPPER MIDDLE
Medium severity 
Not very scaring 
Could be treated 
Could be chronic 
Non cancers
Relatively good outcome 
, Perhaps they could die 
Not important to be helped
LOWER RIGHT
Serious
Scaring for me
Non treatable
Can not fight for them
Cancers
Worst outcome
Death
I can help them Could be chronic 
LOWER MIDDLE
Sovue \V mac un treat able non cancers but - no
death - and not important to help
cri ' \a-S^ N
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that none of the cancers has been assigned to the 
condition dependent section, something which was evident 
in the previous group.
It is very possible that trained nurses for cancer 
patients are even more aware of the idea that their 
training concerns a very special and unique group of 
people, almost as if they are trained to "take care of the 
dying".
6.7 CONCLUSIONS
From the three analyses of the MSA I in the different 
groups of nurses, a common pattern emerges across the 
three groups.
This..lends support to the validity and reliability of the 
Multiple Sorting Task (MST).
A similar construction in structure across groups would 
not be possible with a random unreliable process; this 
case could be seen as a type of intergroup reliability.
As for the validity of MST, this is a case of a revealed 
consistent underlying structure which has a sense and 
could be seen as a sort of construct validity. It also 
indicates a reasonable professional consensus.
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It is worth emphasising once again that nurses were free 
to choose their criteria and yet similar structures 
emerged. Also the analysis did not assume any dimensional 
structure, yet a highly consistent pattern emerged 
showing a simple strong pattern.
Results give an indication of the ways nurses 
conceptualise diseases. It is apparent that the dimension 
prognosis plays a very crucial role in their conceptions. 
It seems that certain diseases function as the key words, 
their position indicating the way the rest of them will be 
arranged. Specifically, "cirrhosis of the liver", and 
"multiple sclerosis", which are very serious and fatal 
illnesses are found in all three plots above the group of 
cancers and almost always on the upper-middle part of the 
horseshoe. Consequently this area will include the most 
serious diseases, excluding the "cancer group" which has 
its own distinct properties.
The two least important diseases, which are "eczema" and 
"duodenal ulcer", are always found on the lower left side 
of the horseshoe, thus defining the space for the rest of 
mild non-serious diseases too.
The most fascinating revelation came from myocardial 
infraction which defined the space where prognosis is not 
predictable, depending on the different circumstances.
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It is evident that a recognisable consensus is emerging 
out of the coherent pattern existing across all the 
nurses, in terms of their conceptual system. Obviously, 
all nurses, despite their speciality or their experience, 
think of diseases in terms of outcome. Nurses' perception 
of cancer is quite pessimistic; cancer in almost all cases 
equals death and helplessness in their minds.
The fact that those diseases which could have worse 
prognosis than some types of cancer were considered as 
milder than cancers in all the three groups, could serve 
as evidence for the conclusion of the role that cancer 
plays in their conceptual system is almost point of 
reference for "worst" and for "death".
It is worth mentioning one difference among the three 
groups of nurses, which although small it could have some 
important meaning. It was shown in the Figures that 
student nurses included "melanoma of the skin" and 
"cancer of the cervix" in the space where diseases were 
characterised by unpredictability outside the horseshoe; 
meaning that these two cases were given a chance of 
survival.
The next group of nurses the "general nurses" which 
obviously had more experience, gave chances only to 
melanoma of the skin. And finally cancer specialised
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nurses did not give a chance to any cancer disease. 
Therefore it seems that the closer nurses are to cancer 
patients, the more simple and unflexible they become. It 
could be inferred that cancer specialists nurses have the 
idea that everything with the label "cancer" has one 
hundred percent predictability of death.
Finally it is evident that the pattern that emerged could 
serve as the evidence for a sort of a "professional 
culture" existing among nurses, revealed through the 
procedure used in this study.
It is possible that this procedure could give rise to 
other consistent patterns existing in other professions. 
It would be interesting to search architects and their 
perceptions of different types of buildings or lawyers to 
see if there is a consistent pattern of conceiving crime, 
or even, why not, gigolos and their conceptual scheme of 
women.
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STUDY OF DOCTORS
7.1 DOCTORS' CONCEPTUAL SYSTEM AND THE ROLE OF CANCER
The relationship of doctor - nurse - patient can be viewed 
as a social system. The nurses' role in the three-way 
relationship is that of system integrator. She serves as 
a kind of intermediary between the doctor and his 
activities for the patient. (Skipper et al 1965)
Thus, while the doctor as instrumental specialist leads 
the system, the nurse as expressive specialist, integrates 
it. Inevitably the conceptual scheme that doctors have 
acquired will be partially transferred to nurses, 
"influencing their own conceptions".
The evaluation of different diseases and the ways the 
doctors formulate their categorisation schemes in' general 
and of cancer in particular, was the aim of this study. 
The Multiple Sorting Task was again the technique used 
during the interviews with doctors.
7.2 IDENTIFICATION OF SORTING ELEMENTS
The elements in the study of doctors were diseases, the 
same ones that were used with the nurses so that the two
CHAPTER 7
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groups could be then closely compared. Also the knowledge 
that certain diseases were serving as key words in the 
previous study was another reason why the research kept 
the same range of illness without any changes (see list 
1).
Therefore the same 20 diseases used with nurses were the 
sorting elements that the doctors dealt with, during the 
interviews.
7.3 SELECTION OF SAMPLE
The sample was a total of thirty two doctors chosen from 
two hospitals in Athens. Seventeen of them were general 
pathologists and the rest of them were specialised in 
oncology, working in a specialised hospital for cancer.
The sample of the specialists included all the range of 
different areas concerning cancer treatment; therefore 
there were five radiotherapists, five chemotherapists and 
five surgeons taking part in the interviews.
In the group of the pathologists there were twelve males 
and five females all between thirty-five and forty years 
old. In the specialists group there were only two females 
taking part and thirteen males, their age being between 
thirty-five and fifty years old. This sample was divided 
into two subsamples according to the different
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specialities of the doctors, forming a G.P. group (N=17) 
and a specialists group (N=15). Each respondent took part 
in an interview using the MST procedure.
7.4 PROCEDURE (ADMINISTRATION)
The interviews took place in the hospitals in which 
doctors were working. Each interviewee was presented with 
the set of cards with the names of diseases on them. .The 
following instructions were given:
nI am carrying out a study of what people think and feel 
about different diseases. So I am asking a number of 
people to look at the following cards and sort them into 
groups, in such a way that all the cards in any group are 
similar to each other in some way and different from those 
in the other groups.
You can put as many cards into each group as you like; it 
is your views which count. When you have carried out a 
sorting, I would like you to tell me your criterion for 
your sorting and describe each group of cards in relation 
to this criterion".
The interviewee was then asked to perform the task again 
using any other different criterion he could think of. 
Doctors in this study were no more co-operative than 
nurses were, therefore it was not possible to have more 
than one sorting done by each one of them.
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7.5 RESULTS
The range of categories used by the doctors was very 
similar to that used by the nurses in their sortings. 
Doctors in general used concepts of (A) death, (B) 
prognosis, (C) seriousness, (D) quality of life and (E) 
nature of disease (cancer or not) to classify the 
different diseases.
The criteria assigned to each disease separately were 
content analysed for the two groups of general and 
specialised doctors.
From'the content analysis it was revealed that in general 
doctors used the concept of "cancer" in more than 20% of 
their criteria, over 50% used the criterion of seriousness 
and prognosis, the rest had to do with treatability and 
the quality of life the patient would have after the onset 
of the disease. In the group of specialised doctors more 
than 50% of the criteria used were in terms of the nature 
of disease, meaning whether the disease is a cancer or 
not, and the remainder were divided into treatability, 
seriousness and prognosis.
MULTIVARIATE ANALYSIS
The themes underlying doctors "category schemes" is a
CONTENT CATEGORIES
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major focus of interest for the present study, as well as 
the possible consensus which could appear amongst the 
different groups.
The analysis which was carried out was one of comparing 
the diseases on the basis of the categories used (MSA 1) 
so that any coherent pattern existing across the doctors 
could be revealed (see previous chapter). In this way if 
doctors conceptual systems has a clear consensus, 
attributing different qualities to different diseases, we 
can establish whether cancerous diseases are 
differentiated from the rest and on which dimensions.
DATA MATRIX
The approach taken here to the analysis was to prepare a 
data matrix exactly in the way followed in the study of 
nurses. Specifically each column was the person 
interviewed and each row was a different disease. The 
cells were the categories to which the diseases were 
assigned. For each person there was a number of 
categories, and each category was assigned a number.
MSA 1 GENERAL DOCTORS
Each of the points in figure 4 represents one of the 
diseases sorted on the cards by the doctors. As with the 
previous MSA's the relative distance between the points is
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FIGURE 4
MSA 1 RESULTS FROM THE SORTING OF DISEASES CARRIED OUT ON
GENERAL PATHOLOGISTS
A 7 Duodenal ulcer B 4 Myocardial infarction
17 Osteoarthritis 9 Cirrhosis of the liver
2 Peripheral neuropathy 14 Aplastic anaemia
20 Bronchopneumonia
6 Eczema
12 Uterine fibroids
5 Chronic bronchitis
18 Fractured neck of femur
C 15 Ch^p^ic leukaemia 
1 Multiple sclerosis 
16 Multiple myeloma 
19 Melanoma of skin 
11 Cancer of cervix 
10 Cancer of pancreas 
8 Cancer of colon 
3 Brain tumour 
13 Cancer of bronchus
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related to similar or dissimilar categories assigned by 
the doctors. The more often diseases were assigned to the 
same category, the closer they will appear in the space. 
The relative position of the items (diseases) checked 
against the content categories given by the doctors, can 
reveal a quite clear interpretation of figure 4 (See 
table 9 for the sorting criteria used by General Doctors).
It was decided that it would be helpful for more detailed 
description to divide figure 4 into three sections. The 
diseases will be named the one following the other as in 
the plot, forming a continuum. Therefore the last disease 
included in Section A will be followed by the first one 
described in Section B.
Thus Section A contains "duodenal ulcer", "peripheral 
neuropathy", "bronchopneumonia", "eczema", 
"osteoarthritis", "uterine fibroids", "chronic 
bronchitis and emphysema", "fractured neck of femur". 
Section B is "myocardial infraction", "cirrhosis of the 
liver", "aplastic anaemia", "chronic myeloid leukaemia" 
and "multiple sclerosis". It can be clearly seen that 
as we move from the left side to the right of the plot 
the diseases have some distance between them, and that 
there is one cancerous disease included in this 
section. In fact this cancer is the only one included 
in the study which is supposed to be "chronic".
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TABLE 9
SORTING CRITERIA OF GENERAL DOCTORS
QUALITY OF LIFE
1. Good quality
2. Medium quality
3. Bad quality
CANCERS
1. Cancers
2. No cancers
DEATH
1,. Death 
2. No death
TREATABILITY
1. Treatable
2. Non treatable
SERIOUSNESS
1. Not serious
2. Serious
3. Very serious
PROGNOSIS
1. Good prognosis
2. Bad prognosis
3. Worst prognosis
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Sect ion C includes multiple myeloma followed by 
"melanoma of the skin", "carcinoma of the cervix", 
"carcinoma of the pancreas", "carcinoma of the colon", 
"brain tumour", and "carcinoma of the bronchus".
The different groups of diseases in the space is a 
function of the categories assigned to them by the general 
doctors. From the content analysis of the categories used 
for each disease separately we can explain each section 
and its unique characteristics and meanings. Tables 10, 
11 and 12 show examples of diseases belonging to each 
section.
Specifically Section A includes diseases which have the 
best prognosis, are not serious at all, are 100% treatable 
and are not cancers; Patients- with these diseases also, 
as one would expect, have a very good quality of life.
In Section B the diseases are not located as close to one 
another as they were in Section A. This region contains 
diseases considered serious by most of the doctors, having 
a relatively bad prognosis and a moderate quality of life 
for the patients. It can be seen that as we move towards 
Section C diseases are becoming more serious and with a 
worsening prognosis, here death is the most important 
defining characteristic of this region. Also these 
diseases have the worst prognosis and are least treatable. 
This area which includes all the cancers except "chronic 
myeloid leukaemia" which as was noted above is close to
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the region but not located in it. This is probably 
because of its "chronicality" Considering the plot as a 
whole, a general order is revealed with the mildest least 
serious diseases being in the left moving at the top, and 
down to the right where the lethal and untreatable 
diseases are located, as general doctors perceive them. 
The pattern emerged from the plot has once more the shape 
of a "horseshoe".
The "horseshoe" phenomenon was the one dealt with, in the 
previous chapter considering the study on nurses. Here 
the same shape emerging but in this case the apparent 
"scheme" is much more clear and the movement from one 
disease to the next is done in a smooth but clearly 
understandable way. As previously mentioned, starting 
from the lower left side and going upwards, disease 
arrangement is quite clear so that the former will be 
milder to the latter.
If one stops thinking in terms of sections now and looks 
at the horseshoe as a whole a clear consensus on doctors' 
conceptual system, in terms of classifying diseases is 
projected.
The general pathologists perceive diseases in terms of 
seriousness and treatability. They rely on their 
experience for their certainty, therefore there is no 
disease departing from the horseshoe structure.
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Also it would appear that their ability to treat disease 
does not extend to cancers. In other words doctors in the 
field of g e n eral p a t h o l o g y  not only p e r c e i v e  c a ncerous 
diseases as the ones that they cannot treat, or cure at 
a l l ,  b u t  a l s o  t h a t  t h e s e  d i s e a s e s  c o u l d  n o t  h a v e  
"condition dependent" chances.
Interestingly enough general doctors located "myocardial 
infraction" to the top of the horse s h o e  along with the 
r e s t  of t h e  " m o s t l y  b a d  p r o g n o s i s " ,  " r e l a t i v e l y  
untreatable” , "serious" but not cancers. It seems from 
this that doctors do not allow any thoughts of secondary 
para m e t e r s  i n f l u e n c i n g  the course of treatment in any 
disease. Therefore, their personal pessimism is extended 
to the perceived outcome of any disease. The rigidity and 
inflexibility of the doctors' conceptualisations may be 
attributed to the major power they have in the system of 
the triad doctor - nurse - patient.
T h e  d i s e a s e s  w h i c h  f u n c t i o n  as k e y  w o r d s  f o r  t h e  
arrangement of the points in the space are not unlike the 
ones served as key d i s e a s e s  in the nurses plot. For 
example "eczema" is again in centre around which 
serious-mild diseases are arranged (Section A). "Multiple 
sclerosis" and "cirrhosis of the liver" are still the 
protagonists of Section B characterising diseases which 
are serious with r e l a t i v e l y  bad prognosis. F i n ally 
cancers are still located in a region on their own with
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their unique qualities, quite differentiated from other 
diseases.
Finally another point of interest is, that general doctors 
sorting criteria do not contain much variety. This leads 
to support of the idea that i n f l e x i b i l i t y  and p o s s i b l e  
lack of imag i n a t i o n  is one main c h a r a c t e r i s t i c  of the 
general doctors included in this study.
MSA 1 CANCER SPECIALIST DOCTORS
Figure 5 r e p resents the c o n f i g u r a t i o n  d e r ived from the 
two-dimensional scalogram analysis (MSA) of specialised 
doctors. This plot is c l e a r l y  p a r t i t i o n e d  into three 
regions;
R e g i o n  A c o n t a i n s  " f r a c t u r e d  n e c k  of f e m u r " ,  
."bronchopneumonia", " o s t e r o a r t h r i t i s ” , "duodenal 
ulcer" f "eczema", "uterine fibroids", "per i p h e r a l  
n e u r o p a t h y " ,  and " c h r o n i c  b r o n c h i t i s " .  R e g i o n  B 
contains " m y o c a r d i a l  infraction", "cirrhosis of the 
liver", "aplastic anaemia", and "multiple sclerosis". 
Region C contains: "brain tumour", "carcinoma of the
bronchus", "multiple myeloma", "melanoma of the skin", 
"carcinoma of the colon", "cancer of the cerv ix ",  
" c h r o n i c  m y e l o i d  l e u k a e m i a "  and " c a n c e r  of th e 
pancreas".
An intriguing feature of figure 5 is that, there are
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FIGURE 5
A ±1 Fractured neck of femur B 4
6 Bronchopneumonia 9
16 Osteoarthritis 1
7 Duodenal ulcer
19 Eczema
11 Uterine fibroids
20 Aplastic anaemia
2 Peripheral neuropathy
5 Chronic bronchitis
Myocardial infarction 
Cirrhosis of liver 
Multiple sclerosis
3 Brain tumour
13 Cancer of pancreas
12 Cancer of bronchus
15 Multiple myeloma 
18 Melanoma of skin
8 Cancer of colon
10 Cancer of cervix
14 Chronic leukaemia
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c l e a r  r e g i o n s  in the s p a c e .  W h e n  t h e s e  a r e  c h e c k e d  
against the content categories given by the specialised 
doctors, the pattern of a general order from the least 
serious to the most lethal diseases is again in evidence. 
T a b l e s  13-14-15 s h o w  e x a m p l e s  of d i s e a s e s  ( c o n t e n t  
analysed) in the three d i f f e r e n t  regions. It is wort h 
noting that the criteria used for the categorisation of 
diseases are almost the same as those used by the general 
d octors except for the c r i t e r i o n  of "qua l i t y  of life" 
which was not used here. Instead of quality of life the 
specialist doctors used the criteria of "amount of help 
that they could give to patients". (See Table 16).
In considering content analysis of the categories assigned 
to each disease it is again possible to observe the clear 
p a t t e r n s ,  w i t h  R e g i o n  A b e i n g  c h a r a c t e r i s e d  by m i l d  
less serious diseases, Region B including these diseases 
which have a relatively bad prognosis, are considered by 
some doctors to be lethal but are not cancers, and finally 
to Region C where the cancers are clustered together and 
c h a r a c t e r i s e d  by s u c h  c a t e g o r i e s  as d e a t h ,  ,w o r s t  
prognosis, not able to help etc.
Thus in this plot again we have the order of "milder to 
worst" starting in the bottom left area going to the upper 
middle ending to the low right of the space which '.again 
can turn to the now familiar h o r s e s h o e  str uc tu re . The 
reason why the location of the points appear to be located
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TABLE 16
SORTING CRITERIA USED BY SPECIALISED DOCTORS
DEATH
1. Lethal
2. Not lethal
AMOUNT OF HELP GIVEN
1. Little chances of help
2. Medium chances of help
3. You can help
4. No chance of help
TREATABILITY
1. Treatable
2. Possible treatment
3. Not treatable.
PROGNOSIS
1. Good prognosis
2. Medium prognosis
3. Bad prognosis
CANCER
1. Yes
2. No
SERIOUSNESS
1. Serious
2. Not serious
3. Most serious
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in three distinct regions may be due to the certainty of 
the specialists doctors' judgements. It seems that doctors 
who specialise in cancer have such a certain conceptual 
scheme that diseases classified in one section could not 
even be close to diseases belonging to another.
The consensus which seems to identify the conceptual 
system of doctors specialised to treat cancer patients is 
one of great rigidity.
7.6 CONCLUSIONS
From the present analysis of the MSA 1 in the two 
different groups of doctors, again a common pattern 
emerges across the groups.
The horseshoe structure was revealed once again in this 
study across these professional groups indicating a more 
precise and generalised professional consensus. 
Considering the fact that the doctors, like the nurses, 
were free to choose their criteria and nevertheless a 
similar structure emerged, we have by now established a 
very strong indication of the way diseases in general and 
cancer in particular are perceived by the doctors.
The function of the different diseases, as key words, 
where their position define the location of the rest of 
them, is similar to the previous study. In this study 
again "cirrhosis of the liver" and "multiple sclerosis"
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which are very serious and fatal are found in both plots 
on the u p p e r - m i d d l e  p a r t  of the " h o r s e s h o e 51, w h i c h  
although characterised by the dimensions of lethality and 
seriousness it is far away from the area where the cancers 
are located.
The least important and mild diseases like "eczema" and 
"duodenal ulcer" were found on the lower left side, thus 
d e f i n i n g  the s p a c e  for the rest of m i l d  non s e r i o u s  
illnesses. Finally cancers had their own distinct space 
in both the plots.
The "professional culture" which was found to exist among 
nurses in the p r e v i o u s  chapter seems to be of the same 
strength if not more so among doctors.
These results could be of great significance bearing in 
mind that physicians together with the nurses are the key 
persons to deal with medical, physical and emotional needs 
of the patient.
It was noticed from the results of this study that doctors 
in g e n e r a l  w e r e  m o r e  i n f l e x i b l e  and r i g i d ,  if not 
pessimistic in their conceptions of cancerous diseases, 
and furthermore the closer they were to cancer patients 
(specialised doctors) the more inflexible they were.
What is the atmosphere that such conception of cancerous
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disease will create? What does the patient perceive and 
feel when his doctor has such an at t i t u d e  toward his 
illness? And how can somebody cure and treat successfully 
a disease that he thinks is always lethal?
The answer to these questions lies to a great extent in 
the e d u c a t i o n  of m e d i c a l  s t u d e n t s  and n u r s e s .  The 
p e r c e p t i o n s  and the atti t u d e s  of the p r o f e s s i o n a l s  can 
play a great role in the patient's functions and reactions 
during the course of a disease. Therefore the results of 
the present study should be taken into account and perhaps 
an a r g u m e n t  c a n  be d r a w n  on h o w  e f f e c t i v e l y  a n d  
" p r o f e ssionally" cancer p a t i e n t s  are tr eated in the 
hospitals of Athens.
Finally, based on these results, and on the fact that the 
i nfo r m a t i o n  and the general f orma t i o n of values in the 
p e r c e p t i o n  o f  d i s e a s e  l i e s  m o s t l y  o n  w h a t  t h e  
professionals pass to non-professional people, it could be 
argued that the laymen's p e r c e p t i o n s  could p r o b a b l y  be 
derived from the expert's attitudes and beliefs. Also 
the relative weights of the criteria used by the doctors 
and the nurses could have a great impact on the way people 
think and class i f y  the d i f f e r e n t disea s e s  in their own 
"conceptual schema". This hypothesis is tested out in the 
next chapter.
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CHAPTER 8
STUDY OF LAY CONCEPTIONS.
8.1 CONSTRUCTION OF SCENARIA
It has been mentioned in previous chapters that illness is 
experienced and thought of by the individual in reference 
to society; meaning that disease and social behaviour are 
in direct interaction.
People become defined as "well or "ill" in relation to 
others who reflect the norms and values of the society, 
and in relation to the specific societal group of which 
they are members.
The concept of the "sick role" was formulated by Parsons 
(1951-1958-1965) as a partial answer to the question of 
how the label "sick" affects the expectations held by 
others of the behaviour of an occupant of the "sick- 
status". Parsons posits a system of institutionalised 
expectations associated with illness. The first such 
expectation is defined as the "exemption from normal 
social role responsibilities" (Parsons 1951 p. 436). The 
second closely related aspect is the definition that "the 
sick person cannot be expected to get well by the act of 
decision or will" (Parsons 1951 p. 437).
The way people build their expectations is based on 
different aspects. It is a crucial point to consider the
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relative weights of each of these aspects and evaluate the 
power they have respectively on the fulfilment of such 
"societal expectations". In other words the absence or 
presence of the different components will affect, and in 
which ways, "sick status" of the individual. it is 
possible that some of the aspects will have major power on 
some others which means that perhaps the presence of only 
one of these powerful ones would be enough to surpass 
the value of any other components.
It is again through the influence of other people that 
societal population norms are implemented with reference 
to different states, symptoms and normal activities of a 
specific individual. "A key element of these 
relationships is the existence of a lay-referral system in 
which persons experiencing symptoms or different states of 
functioning become subject to the influence of other 
laymen who help define the meaning of them and give the 
guidelines for the proper course of action" (Twaddle 1969,
p. 166).
"The perception of different diseases is a process of the 
complex psychological elaboration by which the experience 
of each person and the values and information current in 
society are intergrated into one significant image". 
(Herzlich 1973 p. 217).
The "lay-referral system" will be formulated in part
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through the judgements and decisions of the experts.
In the previous chapters, studies on nurses and doctors 
p e r c e p t i o n s  on disease have been described, and the 
results revealed a concrete framework according to which 
d i f f e r e n t  d i s e a s e s  are s u b j e c t i v e l y  c l a s s i f i e d  and 
categorised. Medical staff used a range of criteria, and 
yet it would seem that some of them were used almost by 
all experts or at least by most of them. For example, 
criteria like t r e a t a bility,  s e r i o u s n e s s  or progn os is  
r e c u r r e n t l y  a p p e a r e d  in the r e s p o n d e n t s  s o r t i n g  of 
diseases. It was suggested that the "conceptualisation 
schemes" of the medical staff could possibly be formed on 
an "outcome" basis.
Since the attitudes of the specialists concerning, giving 
inform at io n,  d e f i n i n g  and e v a l u a t i n g  disease, play an 
i n d i s p e n s a b l e  role in the way soci e t y  formulates or 
r e f o r m u l a t e s  its values, it would be inte r e s t i n g to 
examine the role that, the major criteria (facets) used by 
the medical staff, play on laymen perceptions, attitudes 
and beliefs.
The necessity of examining the role that these criteria 
(facets) play in laymen's conceptual schema lies in the 
fac t that a n y  p i e c e  of i n f o r m a t i o n  d e r i v e d  f r o m  the 
results would facilitate the understanding of the laymen's 
course of action in respect to illness. In addition to 
this, in the sphere of e d u c a t i n g  the public, di fferent
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programs of training could be introduced accordingly; in 
other words, excessive fears or threats, which could be 
created by such criteria, would be taken into account by 
the "public educators" and help the laymen, by decreasing 
the power that each one of them has acquired in their 
minds.
8.2 CONSTRUCTION OF THE SCENARIA
The objective of this study is to identify the role and 
the power assigned to different aspects of disease by 
laymen. The different facets that emerged from the 
studies of the doctors and the nurses may operate together 
in different ways for the non-experts, and also there may 
be different combinat ions of these facets, which could 
play some role in the people's mind. This process could 
be considered as the process of a "social cognition" 
concerning disease.
The idea of "social cognition " is relatively new. "The 
research in this area has typically focused on such 
questions as how people infer the attributes of another, 
decide on a course of action vis-a-vis other people and 
represent their social environment in terms of their needs 
and attributes" (Taylor 1981, p.190). It was assumed 
that if an individual has enough time and enough capacity, 
he or she will take information logically, combine the 
information in some specifiable and reasonable complex
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fashion, and make generally good and accurate decisions, 
d i s m i s s i n g  s o m e  f a c t o r s  a n d  i n c o r p o r a t i n g  o t h e r  
i nform at ion in to causal schemas... W hen people depart 
from what would be expected as a reasonable decision, it 
was m a i n t a i n e d  m o t i v a t i o n  and e m o t i o n a l factors had 
undoubtedly interfered in the process.
According to Taylor (1981) embodying these developements, 
Kelley's (1972) a t t r i b u t i o n  theory p os it s a rational, 
problem-solving or naive-scientist model of information 
processing. Kelley's theory maintains that, under certain 
circumstances, individuals sample across time, modality, 
and persons for the purpose of making stable attributions 
in their e n v i ronment. N e v e r t h e l e s s ,  depar t u r e s  from 
normative decision-making (Slovic and Lichtenstein, 1971) 
and a t t r i b u t i o n a l  models (Kelley 1967) have been so 
extreme and so persi s t e n t  that it was s u g g e s t e d  that 
people are c a p a c i t y  limited and must draw on already- 
s t o r e d  k n o w l e d g e  to a g r e a t e r  e x t e n t  t h a n  had b e e n  
previously considered.
By implication, this suggestion should move one towards 
examining how knowledge is stored, that is one can think 
of heuristics as knowledge-module getters and as sets of 
r u l e s  for g o i n g  t h r o u g h  the m o d u l e s .  W h a t  do the 
modularised knowledge structures (or schemes) look like? 
Despite the current p o p u l a r i t y  of the term "schema", 
research on schemas, particularly their content has not 
for the most part materialised. The term had been invoked
149
,/MaoI WomJ SoC®si-A- Ka v-SaA yL I S  V OVi>d|
Uoy y^lSO-o oibuJooyV C£>'J'*-\f>,‘'^s+
to explain certain processing(phenomena, but actual focus 
on what the schemas look like) (Taylor 19^9 pp. 193-197). 
"Schemas are integrated "packets" of information that can 
be used to construct mental models of particular objects 
or situations. A mental model can be viewed as an 
organised internal representation of aspects of a 
world..." "... A model serves as a representation by 
virtue of some systematic mapping between elements of 
the model and of the world" (Holyoak and Gordon 1984 
p. 44). This study was based on the intention to reveal, 
if possible, the conceptual scheme of laymen concerning 
disease in general and the relative weights of the 
aspects, which disease consists of.
It is fr uitful, ther ef or e,  to e s t a b l i s h  the p a r t i c u l a r  
role of the facets by themselves or in combination in the 
judgements of the laymen. This would p o s s i b l y  give a 
framework through w h i c h  public ideas on d i s e a s e  are 
formatted,
F i v e  f a c e t s  w e r e  c h o s e n  for the c o n s t r u c t i o n  of the 
p r e s e n t  q u e s t i o n n a i r e ,  c o n s i d e r e d  as t h e  m o r e  
representative and complete (intergrated) set to describe 
the "universe of content being described". "The essence 
of facet theory is the definition of a set of categories 
and the relationship amongst the categories, which will 
describe the content of concern" (Canter and Kenny, 1981 
p. 217).
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T h e  d e f i n i t i o n  of a d o m a i n  of c o n c e r n ,  s u c h  as 
conceptualisation of disease, is achieved by specifying 
the major conceptual components of the domain in the form 
of facets. The facets in effect, precisely prescribe the 
boundaries of the research. A facet may be defined as "a 
set playing the role of a component set of a C a rtesian 
set" (Shye 1978 p. 412). A less technical definition is 
p r o v i d e d  by Brown (1985); "a c o n c e p t u a l  c a t e g o r i s a t i o n  
underlying a group of observations" (p. 22). "Basically, 
a facet is a distinct  c o n c e p t u a l  c a t e g o r y  d e s c r i b i n g  a 
component, or dimension of a particular object or area of 
research."
For this study, the f o l l o w i n g  facets of the "content 
domain have been identified".
SERIOUSNESS - FACET A
The fact that a disease is serious or not, characterises a 
whole range of different reactions both on the part of the 
patient and of his environment. Seriousness is one of two 
components under which prognosis is formulated; the other 
component is treatability which is the third facet used in 
this study. A serious disease may be treatable or not. 
In general, diseases c o n s i d e r e d  as serious  tend to be 
treated with a distance from the patient's environment. 
Gow (1982) indicates that there is an almost dehumanising
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approach with no empathy or sympathy accompanying the 
conduct for a patient with a serious disease.
In a serious disease, dying is a possibility but it is not 
immediately certain. The patient may die before treatment 
has an effect on him, or on the other hand treatment can 
rescue him. In cases of serious diseases which can be 
treated but could develop more quickly than the actual 
course of treatment it has been suggested that the social 
milieu of the patient, especially the very close person 
who takes care of him may use different strategies to 
acquire emotional distance from the patient so that they 
will be ready for the "worst". (Glasser et al 1966)
Seriousness of disease, therefore, is one of the most 
important parameters which will characterise and classify 
the patient who has it, and also will determine the 
actions that he and his close environment will have to 
make.
DISEASE SPECIFICATION - FACET B
The emerged differentiation between cancerous and non- 
cancerous diseases in the previous studies indicates a 
possible importance in the disease itself as a predominant 
dimension of lay judgements. It is true that cancer has 
been considered as the modern disease creating special 
reactions in both sociological and psychological fields 
(Miller, Denner and Richardson 1978).
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As d i s c u s s e d  p r e v i o u s l y  in the t h e s i s ,  the p o p u l a r  
attitudes towards cancer are such as to set it apart from 
other types of illness as an object of fear and that there 
h a s  b e e n  a g r o w i n g  a t m o s p h e r e  g i v i n g  r i s e  to t h e  
phenomenon of "cancer phobia".
By taking the theme "knowledge is the antidote to fear", 
different programs for educating the public were created 
(Knopf et al 1974). They then used questionnaires and 
indicators to evaluate if and how people's attitudes have 
changed in a more positive way.
It has proved that the result of the educational work was 
more than positive (Williams 1972). It was also suggested 
that such changes are not necessarily, and certainly not 
entirely, a result of the educational work since people 
are open to a variety of influences (Hobbs, Haran, 
Pendleton et al 1984 p. 566).
Nevertheless, it was found fruitful by the researcher to 
use this facet along with the others so that any relative 
p o w e r  left on the " t y p e  of d i s e a s e "  d i m e n s i o n  w o u l d  
emerge in the results.
TREATABILITY - FACET C
If a disease is u n t r e a t a b l e ,  that means in effect that
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someone has to live with or die by it. An u n t r e a t a b l e  
illness may have d i rect i m p l i cations on the patient's 
future life. "Attitudes in the patient's social milieu 
towards the "untreatable" could influence his life a great 
deal and probably his actual response to illness itself" 
(Lipowski 1969 p. 1203) The element which characterises 
this facet and distinguishes it from the other component 
of prognosis (Facet A) is the time length. In the case of 
the untreatable disease, a person must learn to live with 
it for the re st of his life. M o r e o v e r ,  his s o c i a l  
environment must accept him together with the disease; and 
it is q u i t e  p o s s i b l e  t h a t  he w i l l  h a v e  p r o b l e m s  of 
rejection, since societal norms have defined standards and 
a s s e s s m e n t s  o f  t h e  b i o l o g i c a l  c a p a c i t i e s  of  t h e
i n d i v i d u a l s  a n d  t h i s  c r e a t e s  the so c a l l e d  " s o c i a l
statuses of health and illness” (Twaddle 1969).
T h e r e f o r e ,  to c l a s s i f y  a d i s e a s e ,  as t r e a t a b l e  or
untreatable, is a great determinant for the evaluation of
the disease by both non-experts and experts on diseases.
PAIN -FACET D
Every episode of illness is a unique experience, but
certain common trends may be found. Thus, one often notes 
a narrowing of interests, increased attention to bodily
perceptions and functions, irritability and dependence on
others (Barker 1953).
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"Perceptual aspects are of prime importance; psychological 
response to every disease begins with the "perception of a 
bodily change. And the most important perception is pain" 
as Lipowski indicates. "A severe pain in the chest will 
force an appraisal of what is happening with greater 
urgency than a painless lump or transient bowel 
disfunction" (1969 p. 1203).
Pain is the great enemy of the patient; it is pain which 
makes the individual even more helpless than usual, and 
even more, consistent pain may affect his life if he has 
to live with pain killers for the rest of his life.
Pain is the indicator that somebody is not well, and a 
persisting pain after the course of the disease leaves the 
person with ambiguity and uncertainty in terms of his 
well-being.
Although some pain may exist in all illnesses, some of 
them are characterised as profoundly painful and this 
gives them the power to have the patient in a more or less 
total passive state. The fear of pain may create even 
more insecurity and hopelessness in the patient's reaction 
to the illness, and this in turn may affect his response 
to the treatment. A non-painful disease is definitely 
more "preferred" than a painful one.
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QUALITY OF LIFE FACET E
The life o n e  h a s  to go t h r o u g h  h a v i n g  p a s s e d  f r o m  a 
certain disease may be quite different from the one he was 
living before the onset of the disease. An amputation or 
a major heart attack will put the patient in front of a 
totally new way^of life.
Even with an effective treatment the image of himself as 
healthy may have been challenged. In other words some 
diseases may put the individual long after he was ill in 
what Baric describes as an at-risk role and this 
influences any further health behaviour. {Baric 1969 
p. 25).
"In the past years medical attention was so greatly 
focused on the goal of improving a patient's quantity of 
life that little thought was given to its quality. More 
recently, however, the idea of the quality of life that 
the patient should have after the hospitalisation and the 
course of treatment, has acquired great attention by the 
specialists" (Ray et al 1984 p. 531).
The quality of life that the patient will have "after" the 
treatment of his disease may influence the recurrence of 
the d i s e a s e  i t s e l f  e.g. a n o t h e r  h e a r t  a t t a c k  or the 
p a t i e n t  m a y  g e t  i n t o  a s t a t e  o f  d e p r e s s i o n  a n d  
hopelessness - like in cases of amputation or paralysis - 
that could lead him to death.
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In other words, if a disease will change and in which ways 
the p a tient's q u a l i t y  of life is one of the important 
parameters in characterising that disease.
8.2. A THE FACETS AND THEIR ELEMENTS
In this study each facet consists of 2 elements. The 
elements of a facet may be defined as: "the different
values or the points that logically and completely 
describe all the variation of the dimension" (White and 
Mitchell 1976, p. 60)
Each facet should consist of a mutually exclusive set of 
values or c a t e g o r i e s  (elements). The c o m b i n a t i o n  of 
e l e m e n t s  o f  d i f f e r e n t  f a c e t s  f o r m  p r o f i l e s  (or 
" s t r u c t u p l e s " ) .  T h u s ,  in e f f e c t  a n y  p a r t i c u l a r  
comb i n a t i o n  of elements, each drawn from a d i f f e r e n t  
facet, p r o v i d e s  a templ a t e  for c r e a t i n g  the research 
questions.
8-2.B. MAPPING SENTENCE
The facets are linked together in the form of a mapping 
sentence. Shye (1978) describes a mapping sentence as "a 
verbal s t atement of the domain and of the range of a 
m a p p i n g  i n c l u d i n g  c o n n e c t i v e s  o e t w e e n  f a c e t s  as in 
ordinary language" (p. 143)
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Basically a mapping sentence is a concise way of 
specifying the components of a research area and the 
relationships between them. It should be noted that a 
mapping sentence in itself does not represent a 
hypothesis. As Shye (1978) notes "various hypotheses may 
be stated in terms of the constituents of a mapping 
sentence and its features: its facets, the relationships 
among facets and so on. All these can enter into the 
formulation of hypothesis" (p.180). It is clear that 
rather than representing a single hypothesis, many 
interrelated hypotheses are embedded in a mapping 
sentence. Levy et al (1976) outlines what she considers 
to be the principal uses of a mapping sentence;
1. The provision of a precise definition of the universe 
of observation,
2. an aid to the perception of systematic relationship.
The combination of the elements of the different facets 
form the "structuples " . A structuple is technically 
defined as: "a profile composed by selecting an element
from each facet." (Shye 1978 p. 910).
Each structuple represents one possible item of 
observation in relation to the domain. A structuple is 
constructed by drawing, one and only one, element of each, 
and all, domain facets in the mapping sentence. By 
generating all possible structuples, one obtains a 
complete multiple classification of the domain and the
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observations to be made of it.
If for example, a mapping sentence consists of two facets
A and B, and each facet has two elements, A ^ , A 2 / and
B 1 ,B2 , there are four (2 x 2) unique structuples; A^B^,
A B , A B and A B .1 2  2 1 2 2
T h e  s t r u c t u p l e s  m a y  be u s e d  to f o r m  the b a s i s  of 
o b s e r v a t i o n s  or q u e s t i o n n a i r e  items. In the case of a 
questionnaire item, it should be clear that each question 
will be formed by one element from all facets of a domain.
In the present study by using five facets each one of them 
including two element s,  we are de al in g with t h i r t y - t w o  
structuples.
From the structuples which form the basis of the items, it 
is readily apparent how, each question is different and 
similar to each other question.
T a b l e  17 i l l u s t r a t e s  the m a p p i n g  s e n t e n c e  for the 
perception of disease by laymen. In Table 18 there are 
e x a m p l e s  of the q u e s t i o n s  c r e a t e d  by the d i f f e r e n t  
structuples. Each of the questions was formulated into a 
little "scenario". The im po rt an t diff e r e n c e  b e t w e e n  
questions and scenarios is the fact that each scenario is 
a little "case" of a p e r s o n  in a ce rtain po si ti on , and 
under c e r tain  cond i t i o n s  which are descr i b e d  and the
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r e s p o n d e n t  has to e v a l u a t e  t h e m  and r e s p o n d  to the 
different cases.
In t his w a y  one c a n n o t  i n f e r  the r e a s o n  w h y  he is 
presented with the "questionnaire" since the scenarios are 
not direct questions. This is a very important tool in 
o r d e r  to e v a l u a t e  p e r c e p t i o n s  a n d  a t t i t u d e s  or 
at t r i b u t i o n s  to the d i f f e r e n t  compo n e n t s  defining the 
different "cases" and the respondent reacts in a much more 
spontaneous way. This technique has been used mostly in 
the field of Social Psychology {see Asch's experiments in 
Intro d u c t i o n  to Social Psychology).  This is a very 
f r u i t f u l  w a y  to r e v e a l  l a y m e n  p e r c e p t i o n s  w i t h o u t  
directing them in any way.
The respondents were asked to rate each of the scenarios 
on f i v e  d i f f e r e n t  r a t i n g  s c a l e s .  T h e s e  s c a l e s  w e r e  
covering all those actions of an i n d ividual which are 
considered crucial for a normal every day functioning.
T h e r e  was o n e  r a t i n g  s c a l e  c o n s i d e r i n g  w h e t h e r  the 
individual will be back to work or not. Another one was 
referring to the individual's ability to make decisions or 
to make plans for the future; his general mood and finally 
his ability to fight or to give up. These five rating 
scales covered in a way the global atmosphere where the 
laymen think that each of the "cases" d e s c r i b e d  in the 
scenarios would be in.
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TABLE 17
A MAPPING SENTENCE FOR LAYMEN'S PERCEPTION OF DISEASE
Whether or Not a Disease is Perceived as Being
A
serious 
non-serious
B C D
cancer treatable painful
that is and
notrcancer not treatable not painful
_ — — _i _ _
being likely to have
E
good quality of life 
bad quality of life
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TABLE 18
EXAMPLES OF QUESTIONS (SCENARIA) REPRESENTING SOME OF THE STRUCTUPLES
STRUCTUPLE QUESTION NUMBER QUESTION
klB2ClD2E2 5 Someone with a type of eczema 
which is considered as one of the 
most serious ones goes to the 
doctor and he realises that his 
life will lose its good quality 
being now affected by his 
disease. Fortunately this type 
of eczema does not produce pain 
to the sufferer and the doctor 
pointed out that it is 
treatable.
(1B2C2D1E1 10 With a history of chronic 
consumption of alcohol diagnosis 
says that someone has got 
cirrhosis of the liver which, 
fortunately, is at its first 
stages and with proper 
intervention it can remain in 
non-serious levels. Cirrhosis of 
the liver is not treatable and 
the patient will suffer from pain 
but still his life quality will 
remain unchanged.
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8 . 3 DATA COLLECTION - PROCEDURE
A questionnaire was developed upon the basis ofthe 
mapping sentence derived from the previous studies of 
doctors and nurses (see table 17-18).
The questions were presented in such a way that each one 
of them would be a different case of a patient description 
(scenario).
There were five different rating scales and the 
respondents had to rate the scenaria on each one of them. 
The scales were covering a range of functions considering 
everyday life and future plans (e.g. "he will very soon 
return to work or he will never return to work", "able to 
take decisions for himself and his family" or not able at 
all). Therefore, each one of the questions had five 
different ratings from the five different seven point 
rating scales.
8.3.A ADMINISTRATION
The area of Athens was divided into four regions. The 
researcher administered 400 questionnaires respectively 
using the "ad hoc" sampling procedure. At the top of each 
questionnaire there were three background facets to be 
filled by the respondents, age, sex and occupation. In 
this way every respondent who had any relation to the 
medical field would be excluded.
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Two weeks after the administration the questionnaires were 
collected by the researchers. From the 132 questionnaires 
returned, 52 were excluded due to incompleteness, or 
subject's occupation which was considered irrelevant for 
the study. The remaining 102 were collected and analysed.
8.4 SAMPLE
The respondents of the questionnaires which were finally 
used had occupations with no relevance to the medical 
field. They were 48 females with an average age of 40 
years old and 34 males with an average age of 45 years 
old.
Since all the areas of Athens were covered, the socio­
economic status of these people was covering a range from 
lower to upper middle class.
8.5 RESULTS
Each question of the questionnaire was a profile 
(structuple) from the five facets used in the mapping 
sentence. The reason for that was to evaluate out of all 
the different combinations which ones are stronger than 
others in laymen perceptions and which facets if any hold 
more power than others in the non-experts judgements. A 
few structuples were eliminated or repeated (e.g. 
structuple AiB1C^D2E2 is not included and the
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replaced it. See question no.5) The reason for that lies 
partly in the balance of arrangement of different diseases 
through the scenaria and partly to the structuples which 
made no sense to the reader.
ANALYSIS
The different rating scales, allowed the respondents to 
judge each of the "cases*1 in many d i f f e r e n t  ways. For 
example, a case of "painful osteoarthritis" (No.2) could 
have a low rating in scale A which is c o n c e r n e d  with 
"returning to work" but it can have a high rating in scale 
B where ability for d e c i s i o n  making is conce r n e d  (see 
APPENDIX 2).
It w o u l d  be f r u i t f u l  then, to see if a n y  c o n c r e t e  
consensus is revealed by the respondents evaluations and 
if this is the case which of the facets carry more power 
than the others and how d i f f e r e n t l y  they are rated for 
each of the five scales.
DATA MATRIX
The approach taken here to the analysis is to prepare a 
data matrix in the following way: The first five columns
were the five rating scales used in the questionnaire; the 
next five columns were the five facets out of which the 
structuples (questions) were created. Each of the row was
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a different question. Therefore, we had 10 columns and 32 
rows. The cells up to the first five columns were the 
mean values of the ratings. The remaining cells were 
including the element of each facet used in the different 
questions accordingly.
DISCO: (DISCRIMINATION COEFFICIENT)
Analysis of the results of the responses to the various 
s c e n a r i a  r e q u i r e d  t h a t  the r e l a t i v e  i m p a c t  of the 
constituent elements be identified. Conventional analysis 
of v a r i a n c e  w a s  not c o n s i d e r e d  a p p r o p r i a t e  for two 
reasons. One was that the seven point scale could not be 
expected to p r o d u c e  a c l e a r l y  normal d i s t r i b u t i o n  with 
similar variance for each scenario. More importantly, the 
F value that measures the relative variance accounted for 
by the group differences, are unlikely to be comparable 
across scales and facets because of d i f f e r e n c e s  in the 
variances.
In other words, a measure was required that would allow 
direct c o m p a r i s o n  of the effects of the d i f f e r e n c e s  
between the two elements of each of the five facets for 
each of the five scales. In effect, this is the problem 
of m e a s u r i n g  t h e  d e g r e e  of o v e r l a p  b e t w e e n  t h e  
d i s t r i b u t i o n s  of responses to each of the elements for 
each facet. For example, consider that a set of scenaria 
that share the element of pain from facet D. In order to
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c o m p a r e  r e s p o n s e s  t o  t h o s e  s c e n a r i a  w i t h  r e s p o n s e s  t o  t h e  
s e c o n d  g r o u p s  t h a t  h a v e  n o  i n d i c a t i o n  o f  p a i n ,  f i v e  
d i f f e r e n t  s e t s  o f  s c o r e s  m u s t  b e  c o m p a r e d ,  o n e  s e t  f o r  
e a c h  g r o u p ,  f o r  e a c h  s c a l e .
T h e  c o m p a r i s o n  o f  t h e  i m p a c t  o f  t h e  f a c e t  r e q u i r e s  a n  
i n d i c a t i o n  o f  t h e  d e g r e e  o f  o v e r l a p  b e t w e e n  e a c h  s e t  o f  
r e s p o n s e s .  F o r  i n s t a n c e ,  i f  r e s p o n s e s  t o ,  s a y ,  t h e  s c a l e  
d e a l i n g  w i t h  b e i n g  " a b l e  t o  m a k e  p l a n s  f o r  t h e  f u t u r e "  d o  
n o t  o v e r l a p  a t  a l l  f o r  t h e  s c e n a r i a  s p e c i f y i n g  p a i n  w i t h  
r e s p o n s e s  f o r  t h o s e  i n d i c a t i n g  n o  p a i n  t h e n  t h e  f a c e t  o f  
p a i n  c a n  b e  r e g a r d e d  a s  h a v i n g  a  g r e a t  i m p a c t .  I n  o r d e r  
t o  c o m p a r e  f a c e t s  a n d  s c a l e s  a  m e a s u r e  o f  o v e r l a p  f o r  e a c h  
s c a l e  o n  e a c h  f a c e t  i s  n e c e s s a r y .
F o r t u n a t e l y  a  m e a s u r e  r e c e n t l y  d e v e l o p e d  b y  G u t t m a n  
p r o v i d e s  a  m e a s u r e  o f  o v e r l a p  b e t w e e n  d i s t r i b u t i o n s  t h a t  
i s  i n d e p e n d e n t  o f  " t r a d i t i o n a l  a s s u m p t i o n s  o f  n o r m a l i t y  o f  
p o p u l a t i o n  d i s t r i b u t i o n s  a n d  e q u a l i t y  o f  v a r i a n c e s  w i t h i n  
t h e  p o p u l a t i o n s "  ( G u t t m a n  1 9 8 8 ) .  A s  h e  p o i n t s  o u t  t h e  
m e a s u r e  w a s  d e v e l o p e d  b e c a u s e  " s u c h  c o n v e n t i o n a l  
a s s u m p t i o n s  a r e  u n r e a l i s t i c  a n d  m i s l e a d i n g  i n  m a n y  c a s e s "  
( G u t ' t m a n  1 9 8 8 ) .
G u t t m a n ' s  d i s c r i m i n a t i o n  c o e f f i c i e n t  ( D i s c o )  i s  s o  
c o n s t r u c t e d  t h a t  i t  t a k e s  a  v a l u e  o f  z e r o  i f  a n d  o n l y  i f  
t h e r e  i s  n o  d i f f e r e n c e  b e t w e e n  t h e  a v e r a g e s  o f  t w o  
p o p u l a t i o n s .  I t  e q u a l s  1  i f  a n d  o n l y  i f  t h e r e  i s  n o
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o v e r l a p  b e t w e e n  t h e  p o p u l a t i o n  d i s t r i b u t i o n s .  F o r  t h e  
f o l l o w i n g  a n a l y s i s  t h e  d i s c o  v a l u e s  w e r e  t h e r e f o r e  u s e d  t o  
c o m p a r e  f a c e t s  o n  e a c h  o f  t h e  f i v e  s c a l e s .  ( F  v a l u e s  a r e  
a l s o  g i v e n  f o r  g e n e r a l  b a c k g r o u n d ) .
E a c h  o f  t h e  f a c e t s  w e r e  a n a l y s e d  s e p a r a t e l y  b y  u s i n g  t h e  
D i s c o  t e c h n i q u e  a n d  t h e r e f o r e  c o m p a r i s o n  b e t w e e n  t h e m  w a s  
e a s y .  T h e  a n a l y s i s  o f  e a c h  f a c e t  w a s  d o n e  a g a i n s t  e a c h  
o n e  o f  t h e  r a t i n g  s c a l e s .  F o r  p u r p o s e s  o f  c o n v e n i e n c e  w e  
l i s t  t h e  f i v e  r a t i n g  s c a l e s  b e l o w :
S C A L E  1  =  " T h e  p a t i e n t  w i l l  r e t u r n  v e r y  s o o n  t o  w o r k "  ( 1 )  
" H e  w i l l  n e v e r  g o  b a c k  t o  w o r k "  ( 7 )
S C A L E  2  =  " T h e  p a t i e n t  i s  a b l e  t o  t a k e  d e c i s i o n s  f o r  
h i m s e l f  a n d  h i s  f a m i l y "  ( 1 )
" H e  i s  n o t  a b l e  t o  d e c i d e  a t  a l l "  ( 7 )
S C A L E  3  =  " H e  i s  a b l e  t o  m a k e  p l a n s  f o r  t h e  f u t u r e "  ( 1 )
" F u t u r e  i s  u n c l e a r ,  t h e r e f o r e  h e  c a n n o t  m a k e  
p l a n s "  ( 7 )
S C A L E  4  =  " H e  c a n  b e  h a p p y  a n d  r e l a x e d "  ( 1 )
" Q u i t e  h o p e l e s s "  ( 7 )
S C A L E  5  =  " H e  c a n  w i n  a  f i g h t "  ( 1 )
" H e  s h o u l d  g i v e  u p  i n  a l l  a s p e c t s  o f  l i f e "  ( 7 )
T h e  m e a n  v a l u e s  o f  t h e  r a t i n g  s c a l e s  a r e  g i v e n  i n  
t a b l e  1 9 .
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TABLE 19
M E A N  V A L U E S O F  R A T I N G S C A L E S
S c a l e X I  X 2 X 3 X 4 X 5
Q u e s t i o n 1 3 2 2 3 2
Q u e s t i o n 2 3 2 2 3 2
Q u e s t i o n 3 4 4 5 5 4
Q u e s t i o n 4 5 4 5 5 5
Q u e s t  i o n 5 2 2 2 2 1
Q u e s t i o n 6 3 2 3 3 3
Q u e s t i o n 7 2 2 2 3 3
Q u e s t i o n 8 5 4 6 6 5
Q u e s t i o n 9 6 5 6 6 6
Q u e s t i o n 1 0 2 . 2 3 3 3
Q u e s t i o n 1 1 3 3 3 3 3
Q u e s t i o n 1 2 1 1 1 2 2
Q u e s t i o n 1 3 1 1 2 2 2
Q u e s t i o n 1 4 4 3 4 5 4
Q u e s t i o n 1 5 3 2 3 3 3
Q u e s t i o n 1 6 3 3 3 4 3
Q u e s t i o n 1 7 4 3 4 5 4
Q u e s t i o n 1 8 O 3 4 4 4
Q u e s t i o n 1 9 3 3 3 4 3
Q u e s t i o n 20 4 4 5 5 5
Q u e s t i o n 2 1 5 4 5 6 5
Q u e s t i o n 22 1 1 1 1 1
Q u e s t i o n 2 3 3 2 3 3 3
Q u e s t i o n 2 4 4 3 4 5 4
Q u e s t i o n 2 5 4 3 4 4 3
Q u e s t i o n 2 6 2 2 2 3 2
Q u e s t i o n 2 7 1 1 1 2 2
Q u e s t i o n 2 8 4 4 5 5 4
Q u e s t i o n 2 9 4 4 4 5 4
Q u e s t i o n 3 0 2 1 1 2 1
Q u e s t i o n 3 1 5 4 5 5 5
Q u e s t i o n 3 2 2 2 3 3 2
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DISCO ANALYSIS - FACET A - SERIOUSNESS
D i s c o  v a l u e s  f r o m  t h e  a n a l y s i s  o f  t h i s  f a c e t  r e v e a l e d  t h a t  
r e s p o n d e n t s  f e l t  t h a t  i n  m o s t  o f  t h e  c a s e s ,  s e r i o u s n e s s  
w i l l  n o t  a f f e c t  f u n c t i o n i n g  i n  l i f e .  I n  o t h e r  w o r d s  i f  a  
p a t i e n t  h a d  a  s e r i o u s  d i s e a s e  t h e  w a y  h e  w a s  r a t e d  w a s  n o t  
d i f f e r e n t  f r o m  t h a t  i n  c a s e s  w h e r e  a  d i s e a s e  w a s  n o t  
s e r i o u s .  S p e c i f i c a l l y  d i s c o  v a l u e s  i n  s c a l e s  2 , 3 , 4 ,  a n d  5  
w e r e  b e t w e e n  0 , 0 2  a n d  0 , 0 7 ;  w i t h  t h e  e x c e p t i o n  o f  s c a l e  1  
w h i c h  h a s  t o  d o  w i t h  " r e t u r n  t o  w o r k "  w h e r e  t h e r e  i s  s o m e  
d i f f e r e n c e  i n  t h e  r a t i n g s  ( D i s c o  V a l u e  -  0 , 3 7 ) .  T h i s  
c o u l d  b e  d u e  t o  e l e m e n t  o f  a c u t e n e s s  t h a t  s e r i o u s n e s s  ( i n  
c o n t r a s t  t o  t r e a t a b i l i t y )  i n v o l v e s  i n  e s s e n c e ,  a n d  
p r o b a b l y  s c a l e  1  i s  t h e  o n e  w h i c h  i n v o l v e s  a c t i o n  m o r e  
q u i c k l y  t h a n  t h e  r e s t  o f  t h e m ;  w h i c h  m e a n s  t h a t  i n  t h e  
m i n d  o f  t h e  r e s p o n d e n t  g o i n g  b a c k  t o  w o r k  i s  t h o u g h t  t o  b e  
d o n e  w i t h i n  a  l i m i t e d  t i m e  t h a n  t o  " m a k e  d e c i s i o n s " .  I f  
s e r i o u s n e s s  i s  t h o u g h t  a s  s o m e t h i n g  t o  b e  h a p p e n i n g  w i t h i n  
a  s h o r t  l i m i t  o f  t i m e  t o o ,  w i t h  a  s e r i o u s  d i s e a s e  a t  t h e  
p o i n t  o f  b e i n g  s t i l l  s e r i o u s ,  o n e  c a n n o t  b e  b a c k  t o  w o r k .  
R e s u l t s  f r o m  f a c e t  A  a r e  s h o w n  i n  t a b l e  2 0 .
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TABLE 20
D I S C O A N A L Y S I S F O R  F A C E T A
V a r i a b l e G r o u p N u m b e r M e a n S t a n d a r d * D i s c o E t a F
N a m e N o . o f  c a s e s v a l u e d e v i a t i o n A v a l u e v a l u e v a l u e
S I G r o u p 1 1 7 2 . 8 8 2 1 . 2 1 9 *
G r o u p 2 1 5 3 . 4 6 7 1 . 4 0 7 A 0 . 3 9 0 . 2 2 1 . 4 8
S 2 G r o u p 1 1 7 2 . 6 4 7 1 . 0 5 7 *
G r o u p 2 1 5 2 . 7 3 3 1 . 2 2 3 A* 0 . 0 7 0 . 0 5 0 . 0 4
S 3 G r o u p 1 1 7 3 . 2 3 5 1 . 2 5 1 A
G r o u p 2 1 5 3 . 4 0 0 1 . 7 2 4 A 0 . 1 0 0 . 0 1 0 . 0 9
S 4 G r o u p 1 1 7 3 . 7 6 5 1 . 2 5 1 A
G r o u p 2 1 5 3 . 7 3 3 1 . 5 3 4 * 0 . 0 2 0 . 0 1 0 . 0 0
S 5 G r o u p 1 1 7 3 . 2 9 4 0 . 9 8 5 *
G r o u p 2 1 5 3 . 1 3 3 1 . 6 4 2 0 . 1 1 0 . 0 6 0 . 1 1
3 ^ , 8 2 * 2 3 , 8 4 , 8 5  =  R a t i n g  S c a l e s
GROUP 1 , 2 =  Absence or Presence of Facet
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DISCO ANALYSIS - FACET B - DISEASE SPECIFICATION
T h e  f a c e t  w h i c h  w a s  r e f e r r i n g  t o  c a n c e r o u s  o r  n o n  
c a n c e r o u s  d i s e a s e s  p r o v e d  t o  b e  t h e  s t r o n g e s t  g i v i n g  d i s c o  
v a l u e s  b e t w e e n  0 . 9 4  a n d  0 . 9 7 .  T h i s  m e a n s  t h a t  t h e  
p r e s e n c e  o r  t h e  a b s e n c e  o f  c a n c e r  w a s  s t r o n g  e n o u g h  a s  a  
p a r a m e t e r  t o  a f f e c t  h o w  t h e  " c a s e "  s c e n a r i o  ( q u e s t i o n )  
w o u l d  b e  r a t e d .
T h e  r e s u l t s  f r o m  t h e  a n a l y s i s  r e v e a l  t h a t  a n y  c a n c e r  p a t i e n t ,  
n o  m a t t e r  h o w  s e r i o u s  t h e i r  c a n c e r ,  o r  h o w  t r e a t a b l e  a n d  
w h e t h e r  w h e t h e r  t h e i r  l i f e  w i l l  n o t  c h a n g e ,  w i l l  b e  l e s s  
l i k e l y  t o  b e  a b l e  t o  g o  t o  w o r k  a g a i n ,  w i l l ,  r e l a t i v e l y ,  h a v e  
l e s s  f u t u r e ,  b e  m o r e  u n l i k e l y  t o  b e  a b l e  t o  m a k e  d e c i s i o n s ,  
a n d  s h o u l d ,  t o  a  l a r g e r  d e g r e e ,  l i t e r a l l y  g i v e  u p  i n  a l l  
a s p e c t s  o f  t h e i r  l i f e .
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TABLE 21
D I S C O A N A L Y S I S F O R  F A C E T B
V a r i a b l e G r o u p N u m b e r M e a n S t a n d a r d * D i s c o E t a F
N a m e N o . o f c a s e s v a l u e d e v i a t i o n * v a l u e v a l u e v a l u e
S I G r o u p 1 1 8 2 . 3 3 3 1 . 0 2 9 *
G r o u p 2 1 4 4 . 2 1 4 0 . 8 0 2 * 0 . 9 5 0 . 7 1 2 9 . 7 9
S 2 G r o u p 1 1 8 1 . S 4 4 0 . 8 0 2 *
G r o u p 2 1 4 3 . 6 4 3 0 . 6 3 3 * 0 . 9 7 0 . 7 5 3 9 . 6 1
S 3 G r o u p 1 1 8 2 . 3 8 9 1 . 0 9 2 *
G r o u p 2 1 4 4 . 5 0 0 0 . 9 4 1 * 0 . 9 6 0 . 7 1 3 1 . 1 0
S 4 G r o u p 1 1 8 2 . 8 3 3 1 . 0 4 3 * /
G r o u p 2 1 4 4 . 9 2 9 0 . 6 1 6 * 0 . 9 5 0 . 7 6 4 1 . 6 6
S 5 G r o u p 1 1 8 2 . 4 4 4 1 . 0 4 2 *
G r o u p 2 1 4 4 . 2 1 4 0 . 8 9 3 * 0 . 9 4 0 . 6 7 2 4 . 1 2
s l ' s 2 ' s 3 ' s 4 ' s 5  =  R a t i n 9  S c a l e s
G R O U P  1 ,  2  «  A b s e n c e  o r  P r e s e n c e  o f  F a c e t
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DISCO A N A LY S IS  -  FACET C -  T R E A T A B I L I T Y
R e s u l t s  f r o m  t h e  d i s c o  a n a l y s i s  g a v e  v a l u e s  b e t w e e n  0 . 4 0  
a n d  0 . 7 3 .  I n  t e r m s  o f  i n t e r p r e t a t i o n  t h e  f a c e t  o f  
t r e a t a b i l i t y  i s  t h e  m o s t  i n t e r e s t i n g ,  e s p e c i a l l y  i f  w e  
l o o k  a t  i t  a g a i n s t  t h e  d i f f e r e n t  r a t i n g  s c a l e s .  I t  s e e m s  
f r o m  t h e  d i s c o  v a l u e s  t h a t  f i r s t  o f  a l l  t r e a t a b i l i t y  p l a y s  
q u i t e  a n  i m p o r t a n t  r o l e  i n  t h e  p e r c e p t i o n  o f  d i s e a s e  b y  
n o n - e x p e r t s .
R e s u l t s  r e v e a l e d  a l s o  t h a t ,  a c c o r d i n g  t o  l a y m e n  
j u d g e m e n t s ,  t h e r e  a r e  s o m e  f u n c t i o n s  w h i c h  s o m e o n e  w i t h  a n  
u n t r e a t a b l e  d i s e a s e  c a n  d o  b e t t e r  t h a n  o t h e r s  a l t h o u g h  i n  
g e n e r a l ,  u n t r e a t a b l e  d i s e a s e s  a r e  r a t e d  s i g n i f i c a n t l y  
d i f f e r e n t l y  f r o m  t h e  t r e a t a b l e  o n e s .
S p e c i f i c a l l y ,  " p e o p l e  t h i n k "  t h a t  p a t i e n t s  w i t h  a n  
u n t r e a t a b l e  d i s e a s e  a r e  a b l e  t o  m a k e  d e c i s i o n s  f o r  
t h e m s e l v e s  a n d  t h e i r  f a m i l y  (s2 =  0 . 4 0 )  a s  w e l l  a s  t h e y  
c o u l d  a l m o s t  d o  i f  t h e i r  d i s e a s e  w a s  t r e a t a b l e .  O n  t h e  
o t h e r  h a n d  h a v i n g  a n  u n t r e a t a b l e  d i s e a s e ,  a c c o r d i n g  t o  
l a y m e n  p e r c e p t i o n ,  p u t s  s o m e b o d y  i n  t h e  " g i v e - u p "  
s i t u a t i o n  a n d  o n e  c a n n o t  f i g h t  a s  h e  w o u l d  d o  i f  h i s  
d i s e a s e  w a s  t r e a t a b l e  < S 5 =  0 . 7 3 ) .  I n  t e r m s  o f  w o r k i n g ,  
b e i n g  h a p p y  o r  h o p e l e s s ,  h a v i n g  f u t u r e  p l a n s ,  p a t i e n t s  
w i t h  u n t r e a t a b l e  d i s e a s e  h a v e  a  d i f f e r e n c e  f r o m  t h e  o n e s  
w i t h  t r e a t a b l e  i l l n e s s e s  w h i c h  i s  a l m o s t  t h e  s a m e  f o r  t h e  
t h r e e  s c a l e s  ( S ^  =  0 . 5 3 ,  S 3 =  0 . 5 7 ,  S 4 =  0 . 5 5 ) .
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I n  c o n c l u s i o n ,  t r e a t a b i l i t y  s e e m s  t o  b e  t h e  s e c o n d  i n  
s t r e n g t h  f o l l o w i n g  t h e  d i s e a s e  s p e c i f i c  f a c e t  ( B ) .  
R e s u l t s  f r o m  f a c e t  C  a r e  s h o w n  i n  T a b l e  2 2 .
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TABLE 22
DISCO ANALYSIS FOR FACET C
V a r i a b l e G r o u p N u m b e r M e a n S t a n d a r d * D i s c o E t a F
N a m e N o . o f  c a s e s v a l u e d e v i a t i o n * v a l u e v a l u e v a l u e
S I G r o u p 1 1 6 2 . 7 5 0 1 . 2 3 8 *
G r o u p 2 1 6 3 . 5 6 2 1 . 3 1 5 * 0 . 5 3 0 . 3 0 3 . 0 4
S 2 G r o u p 1 1 6 2 . 4 3 7 1 . 0 9 4 *
G r o u p 2 1 6 2 . 9 3 7 1 . 1 2 4 JL 0 . 4 0 0 . 2 2 1 . 5 3
S 3 G r o u p 1 1 6 2 . 8 1 2 1 . 3 2 8 A
G r o u p 2 1 6 3 . 8 1 2 1 . 4 7 1 A 0 . 5 7 0 . 3 4 3 . 8 2
S 4 G r o u p 1 1 6 3 . 3 1 2 1 . 3 0 2 A
G r o u p 2 1 6 4 . 1 8 7 1 . 3 2 8 * 0 . 5 5 0 . 3 2 3 . 3 2
S 5 G r o u p 1 1 6 2 . 6 2 5 1 . 2 0 4 A
G r o u p 2 1 6 3 . 8 1 2 1 . 1 6 7 A 0 . 7 3 0 . 4 5 7 . 5 2
S i , S 2 t S 3 / S ^ , S g  _  R a t i n g S c a l e s
G R O U P  1 ,  2  =  A b s e n c e  o r P r e s e n c e  o f  F a c e t
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DISCO ANALYSIS - FACET D - PAIN
D i s c o  v a l u e s  r e v e a l  t h a t  p a i n  d o e s  n o t  p l a y  a  s i g n i f i c a n t  
r o l e  i n  t h e  p e r c e p t i o n s  o f  t h e  n o n - e x p e r t s  c o n c e r n i n g  
d i s e a s e .  W i t h  t h e  e x c e p t i o n  o f  s c a l e  1  w h i c h  i n c l u d e s  
e f f i c a c y  f o r  w o r k  (S3 = 0,29) t h e  r e s t  o f  t h e  s c a l e s  d o  
n o t  d i f f e r  m u c h  i n  t h e  r a t i n g s  b e t w e e n  p r e s e n c e  o f ,  o r  
a b s e n c e  o f  p a i n .  (S2 = 0,20, S3 = 0,2 2, S3 = 0,24, S5 =
0.13). I n t e r e s t i n g l y  p a i n  i s  n o t  c o n s i d e r e d  i m p o r t a n t  
e n o u g h  t o  m a k e  s o m e o n e  g i v e  u p  (S3 = 0.13). T h e  h i g h e s t  
d i s c o  v a l u e  i s  e x p l a i n a b l e  f o r  s c a l e  1  s i n c e  o n e  w h o  i s  i n  
p a i n  s h o u l d  f i n d  d i f f i c u l t y  i n  g o i n g  t o  h i s  w o r k .
R e s u l t s  o f  F a c e t  D  a r e  s h o w n  i n  T a b l e  2 3 .
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TABLE 23
DISCO ANALYSIS FOR FACET D
V a r i a b l e G r o u p N u m b e r M e a n S t a n d a r d * D i s c o E t a F
N a m e N o . o f c a s e s v a l u e d e v i a t i o n * v a l u e v a l u e v a l u e
S I G r o u p 1 1 6 2 . 9 3 7 1 . 1 2 4 *
G r o u p 2 1 6 3 . 3 7 5 1 . 5 0 0 a 0 . 2 9 0 . 1 6 0 . 8 2
S 2 G r o u p 1 1 6 2 . 5 6 2 0 . 9 6 7 *
G r o u p 2 1 6 2 . 8 1 2 1 . 2 7 6 A 0 . 2 0 0 . 1 1 0 . 3 7
S 3 G r o u p 1 1 6 3 . 1 2 5 1 . 2 0 4 A
G r o u p 2 1 6 3 . 5 0 0 1 . 7 1 3 A 0 . 2 2 0 , 1 3 0 . 4 8
S 4  , G r o u p 1 1 6 3 . 5 6 2 1 . 1 5 3 A
G r o u p 2 1 6 3 . 9 3 7 1 . 5 6 9 A 0 . 2 4 0 . 1 3 0 . 5 6
S 5 G r o u p 1 1 6 3 . 1 2 5 1 . 0 8 8 A
G r o u p 2 1 6 3 . 3 1 2 1 5 3 7 5 A 0 . 1 3 0 . 0 7 0  . 1 5
S 1 / S 2 f S 3 , S 4 / S 5 =  R a t i n g  S c a l e s
GROUP 1, 2 = Absence or Presence of Facet
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DISCO ANALYSIS - FACET E- QUALITY OF LIFE
T h i s  f a c e t  d i d  n o t  s e e m  t o  h a v e  a n y  g r e a t  e f f e c t  o n  l a y m e n  
p e r c e p t i o n s .  T h e  r a n g e  o f  d i s c o  v a l u e s  i n  t h e  f i v e  r a t i n g  
s c a l e s  w a s  b e t w e e n  0 . 1 6  a n d  0 . 3 0 .  I t  i s  o b v i o u s  t h a t  a  
d i s e a s e  w h i c h  w i l l  l e a d  t o  a  c h a n g e  i n  t h e  q u a l i t y  o f  l i f e  
o f  t h e  p a t i e n t  i s  n o t  c o n s i d e r e d  a s  i m p o r t a n t ,  a n d  
t h e r e f o r e  r a t i n g s  d o  n o t  d i f f e r  s i g n i f i c a n t l y  f r o m  t h o s e  
d i s e a s e s  w h i c h  w o u l d  n o t  h a v e  a n y  w o r s e n i n g  i n  t h e  
p a t i e n t ' s  q u a l i t y  o f  l i f e .  F o r  t h e  r e c o r d s ,  a  " h a p p y  o r  
h o p e l e s s  f e e l i n g "  h a d  v a r i e d  t h e  l e a s t  d i f f e r e n c e  b e t w e e n  
t h e  t w o  e l e m e n t s  o f  t h e  f a c e t  ( S ^  =  0 . 1 6 )  a n d  t h e  s c a l e  
w h i c h  r e f e r s  t o  t h e  a b i l i t y  o f  t h e  p a t i e n t  t o  t a k e  
d e c i s i o n s  h a d  t h e  b i g g e s t  d i f f e r e n c e  ( S 2 =  0 . 3 0 ) .  B u t  
t h e s e  d i f f e r e n c e s  a r e  n o t  c o n s i d e r e d  a s  b e i n g  o f  g r e a t  
s i g n i f i c a n c e .
R e s u l t s  o f  F a c e t  E  a r e  s h o w n  i n  T a b l e  2 4 .
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TABLE 24
DISCO ANALYSIS FOR FACET E
V a r i a b l e G r o u p N u m b e r M e a n S t a n d a r d * d i s c o E t a F
n a m e N o . o f  c a s e s v a l u e d e v i a t i o n * v a l u e v a l u e v a l u e
S ! G r o u p 1 1 6 2 . 9 3 7 1 . 4 3 6 *
G r o u p 2 1 6 3 . 3 7 5 1 . 2 0 4 a 0 . 2 9 0 . 1 6 0 . 8 2
S 2 G r o u p 1 1 6 2 . 5 0 0 1 . 2 1 1 *
G r o u p 2 1 6 2 . 8 7 5 1 . 0 2 5 A 0 . 3 0 0 . 1 6 0 . 8 4
S 3 G r o u p 1 1 6 3 . 1 2 5 1 , 5 4 4 *
G r o u p 2 1 6 3 . 5 0 0 1 . 4 1 4 * 0 . 2 3 0 . 1 3 0 . 4 8
S 4 G r o u p 1 1 6 3 .  6 2 5 1 . 4 5 5 A
G r o u p 2 1 6 3 . 8 7 5 1 . 3 1 0 A 0 . 1 6 0 . 0 9 0 . 2 4
S 5 G r o u p 1 1 6 3 . 0 0 0 1 . 3 1 7 A
G r o u p 2 1 6 3 . 4 3 7 1 . 3 1 5 A 0 . 2 9 0 . 1 6 0 . 8 3
S p , S 2 , S 3 , S ^ , S 5 =  R a t i n g  S c a l e s
GROUP 1, 2 = Absence or Presence of Facet
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8.6 CONCLUSIONS
T h e  a n a l y s i s  o f  t h e  q u e s t i o n n a i r e  r e v e a l e d  s t r o n g  a n d  
v a l u a b l e  r e s u l t s .  I t  i s  c l e a r  f r o m  t h e  i n t e r p r e t a t i o n  o f  
t h e  d i s c o - a n a l y s i s  t h a t  i n  t h e  l a y m e n  p e r c e p t i o n  c a n c e r  i s  
s t i l l  o f  t h e  m o s t  i m p o r t a n c e .  I t  c a n  b e  s e e n  c l e a r l y  t h a t  
a l l  " c a s e s "  ( s t r u c t u p l e s )  w h i c h  i n c l u d e d  c a n c e r o u s  
d i s e a s e s  w e r e  d i s t i n g u i s h a b l y  r a t e d  f r o m  t h e  o n e s  t h a t  
w e r e  n o t .  i t  i s  w o r t h  m e n t i o n i n g  t h a t  e v e n  w h e n  t h e  
c o m b i n e d  s t r u c t u p l e  c o u l d  b e  t r e a t a b l e ,  n o n - s e r i o u s  e t c . ,  
b u t ,  a  c a n c e r ,  t h e  r e s t  o f  t h e  e l e m e n t s  w e r e  n o t  t a k e n  
i n t o  a c c o u n t  f o r  t h e  r a t i n g s .  C a n c e r ,  i s  p e r c e i v e d  b y  t h e  
l a y m e n  a s  t h e  m o s t  i m p o r t a n t  p a r a m e t e r  t o  c h a r a c t e r i s e  a  
d i s e a s e .  T h e  s o c i a l - s t i g m a  o f  c a r c i n o m a  s t i l l  h o v e r s  o v e r  
A t h e n s ,  a n d  t h i s  i s  d e f i n i t e l y  s o m e t h i n g  t o  b e  t a k e n  i n t o  
a c c o u n t ,  i f  c a n c e r  p a t i e n t s  a r e  c o n s i d e r e d .
T h e  s e c o n d  f a c e t  i n  s t r e n g t h  a p p e a r e d  t o  b e  t r e a t a b i l i t y ,  
a l t h o u g h  w i t h  g r e a t  d i s t a n c e  b e h i n d  t h e  p o w e r f u l  F a c e t  B .
A s  i t  w a s  m e n t i o n e d  e a r l i e r  i n  t h e  c h a p t e r ,  t r e a t a b i l i t y  
i s  o n e  o f  t h e  t w o  c o m p o n e n t s  o n  w h i c h  p r o g n o s i s  i s  
f o r m u l a t e d .  T r e a t a b i l i t y  i n  c o n t r a s t  t o  s e r i o u s n e s s ,  
w h i c h  c o u l d  b e  c o n s i d e r e d  t h e  o t h e r  c o m p o n e n t  o f  
p r o g n o s i s ,  h a s  a n  e s s e n c e  o f  t i m e  l e n g t h .  I n  o t h e r  w o r d s  
i f  s o m e o n e  h a s  a  n o n  s e r i o u s  -  a n d  u n t r e a t a b l e  d i s e a s e ,  
p r o g n o s i s  i s  b a s e d  o n  a  l o n g  t i m e  b a s i s ;  w h e r e a s  i f  a  
s e r i o u s  d i s e a s e  i s  t r e a t a b l e ,  p r o g n o s i s  w i l l  b e  b a s i c a l l y
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f o r m e d  o n  t h e  s e r i o u s n e s s  o f  t h e  m o m e n t  ( e . g .  a  h e a r t  
a t t a c k  c a s e  c o u l d  p o s s i b l y  n o t  s u r v i v e  t h e  e p i s o d e  t o  g o  
t h r o u g h  a  b y - p a s s  o p e r a t i o n  w h i c h  c o u l d  t r e a t  t h e  
d i s e a s e ) .  P r o g n o s i s  d i v i d e s  d i s e a s e s  i n t o  a c u t e  a n d  
c h r o n i c  o n e s .
T h e  i n t e r e s t i n g  p o i n t  i n  t h i s  s t u d y  i s  t h a t  p e o p l e  
p e r c e i v e d  " u n t r e a t a b l e "  d i s e a s e s  a s  m o r e  i m p o r t a n t  t h a n  
t h e  " s e r i o u s "  o n e s ,  a s  f a r  a s  t h e i r  r a t i n g s  a r e  c o n c e r n e d .  
O n e  e x p l a n a t i o n  f o r  t h i s  c o u l d  b e  t h e  f a c t  t h a t  t h e  r a t i n g  
s c a l e s  w e r e  c o v e r i n g  a  r a n g e  o f  l o n g - t i m e  f u n c t i o n s ,  
e x c e p t  p e r h a p s  f o r  s c a l e  o n e ,  " r e t u r n  t o  j o b " ,  f o r  t h e r e  
w e  h a d  s o m e  s i g n i f i c a n t  p o i n t  i n  t h e  a n a l y s i s  o f  -  
s e r i o u s n e s s .
C o m i n g  t o  t h e  f a c e t  c o n c e r n i n g  s e r i o u s  o r  l e s s  s e r i o u s  
d i s e a s e s  i t  i s  v e r y  i n t e r e s t i n g  t o  c o n s i d e r  t h e  o b v i o u s  
i n d i f f e r e n c e  o n  t h e  f o u r  s c a l e s  e x c e p t  f o r  t h e  " j o b  
r e t u r n "  o n e .  I t  s e e m s  t h a t  n o n - e x p e r t s  d o  n o t  p e r c e i v e  
s e r i o u s  d i s e a s e s  a s  v e r y  i m p o r t a n t ,  u n l e s s  i t  h a s  t o  d o  
w i t h  s o m e t h i n g  t h a t  s h o u l d  b e  d o n e  i n  a  s h o r t - t e r m .
N e i t h e r  t h e  f a c e t  o f  p a i n  n o r  o f  q u a l i t y  o f  l i f e  t e n d e d  t o  
p l a y  a  g r e a t  r o l e  i n  t h e  p e r c e p t i o n  o f  l a y m e n .  B o t h  o f  
t h e m  w e r e  r a t e d  a l m o s t  n e u t r a l l y  i n  t h e  p r e s e n c e  o r  t h e  
a b s e n c e  o f  t h e i r  e l e m e n t s .
I n  c o n c l u s i o n ,  o u t  o f  t h i s  r e s e a r c h  i t  e m e r g e d  t h a t  i n  l a y
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c o n c e p t u a l i s a t i o n  o f  d i s e a s e ,  c a n c e r  i s  t h e  m o s t  p o w e r f u l  
l e a d i n g  c h a r a c t e r i s t i c  i n  o r d e r  t o  c l a s s i f y  a n d / o r  
c h a r a c t e r i s e  t h e  i d e n t i t y  o f  a  d i s e a s e ,  c a n c e r o u s  d i s e a s e s  
b e i n g  l i t e r a l l y  " d o o m e d ” i n  t h e i r  m i n d s .  F o l l o w i n g ,  c o m e s  
t h e  i d e a  o f  a n  u n t r e a t a b l e  d i s e a s e ,  w h i c h  n o  m a t t e r  h o w  
m i l d  i t  c o u l d  b e ,  t h e  c o n c e p t  o f  u n t r e a t a b l e  s e e m s  t o  
c r e a t e  a  s l i g h t  n e g a t i v e  a t t i t u d e ,  a n d  r e d u c e  t h e  o p t i m i s m  
c o n c e r n i n g  t h e  f u t u r e .  F i n a l l y ,  a  s e r i o u s  d i s e a s e ,  b e i n g  
p e r c e i v e d  a s  s o m e t h i n g  w h i c h  i n v o l v e s  a  s h o r t - t i m e  e p i s o d e  
i s  o f  s i g n i f i c a n t l y  l e s s  p o w e r  i n  t h e  n o n - e x p e r t s  m i n d s  
a n d  a l o n g  w i t h  t h e  p a r a m e t e r  o f  q u a l i t y  o f  l i f e  a n d  p a i n  
d o  n o t  o p e r a t e  a s  s t r o n g  i n d i c a t o r s  f o r  d i f f e r e n t i a t i n g  
d i s e a s e s .
I t  s e e m s  t h a t  i f  f o r  e x a m p l e  t h e r e  w e r e  t w o  c a s e s  o f  
s e r i o u s  a n d  n o n - s e r i o u s  b u t  t r e a t a b l e  d i s e a s e s  t h e y  w o u l d  
b e  b o t h  r a t e d  t h e  s a m e .  A n d  o n  t h e  o t h e r  h a n d  a  c a n c e r  
a n d  a  n o n  c a n c e r  w h i c h  w o u l d  b e  b o t h  n o n - s e r i o u s  a n d  
t r e a t a b l e  w o u l d  b e  a t  t h e  t w o  o p p o s i t e  e n d s  o f  a  l i n e .
C a n c e r  s e e m s  t o  h a v e  a  l o n g  w a y  t o  g o  b e f o r e  i t  s t o p s  
b e i n g  a  s o c i a l  t h r e a t  f o r  l a y m e n .
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CHAPTER 9
S T U D Y  O N  T H E  C O N C E P T U A L  S C H E M A  O F  L A Y M E N  
T H E  F R E E  W O R D  A S S O C I A T I O N  T E C H N I Q U E
E v e r y  p h y s i c a l  a c t i v i t y  r e s t s  u p o n  t h e  i n t e r c h a n g e  o f  t h e  
m a t e r i a l  d e r i v e d  f r o m  s e n s a t i o n  a n d  f r o m  m e m o r y  t r a c e s ,  
u p o n  a s s o c i a t i o n .  A p a r t  f r o m  t h e  s o m e w h a t  q u e s t i o n a b l e  
c a p a c i t y  t o  p e r c e i v e  p a i n  a n d  p l e a s u r e  w h i c h  i s  p e r h a p s  
o f  i n t e r e s t  i n  t h e  s m a l l e s t  o r g a n i s m ,  a n y  p h y s i c a l  
a c t i v i t y  w i t h o u t  a s s o c i a t i o n  i s  u n t h i n k a b l e .
" T h e .  a s s o c i a t i o n  p r o c e s s  i s  a n  e x t r e m e l y  t r a n s i e n t  a n d  
v a r i a b l e  p r o c e s s "  ( J u n g  1 9 1 8  p .  1 )
" I f  a  s u b j e c t  i s  i n s t r u c t e d  t o  r e s p o n d  w i t h  t h e  f i r s t  w o r d  
t h a t  i s  s u g g e s t e d  t o  h i m  b y  a  s t i m u l u s  w o r d ,  h e  h a s  l i t t l e  
d i f f i c u l t y  i n  c o m p l y i n g  w i t h  t h e s e  i n s t r u c t i o n s "  ( P o l l i o  
1 9 6 6  p .  5 )  .
F r o m  t h e  e a r l i e s t  i n v e s t i g a t i o n s  o f  w o r d  a s s o c i a t i o n  
( T h u m b  a n d  M a r b e  1 9 0 1 )  i t  w a s  k n o w n  t h a t  a n y  f a m i l i a r  
s t i m u l u s  w o r d  h a s  a  t e n d e n c y  t o  e v o k e  t h e  s a m e  a s s o c i a t e  
f r o m  m a n y  p e o p l e .  B y  c o u n t i n g  t h e  r e l a t i v e  f r e q u e n c y  o f  
o c c u r r e n c e  o f  r e s p o n s e  w o r d s  i n  a  g r o u p  o f  r e s p o n d e n t s  i t  
i s  p o s s i b l e  t o  o r d e r  v e r b a l  a s s o c i a t e s  i n  t e r m s  o f  t h e i r
9.1 INTRODUCTION
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p r o b a b i l i t y  o f  e m i s s i o n  a s  a n  a s s o c i a t e  t o  a  s p e c i f i c  
s t i m u l u s  w o r d .  W i t h  t h e  m e t h o d  o f  w o r d  a s s o c i a t i o n  o n e  
c a n  s t u d y  t h e  p e r c e p t i o n s ,  a t t i t u d e s  a n d  c u l t u r a l  f r a m e s  
o f  r e f e r e n c e  s h a r e d  b y  g r o u p s  o f  p e o p l e .  W h i l e  s u b j e c t i v e  
m e a n i n g  a n d  m o s t  i m p o r t a n t l y  p r i o r i t i e s  i n  s u b j e c t i v e  
m e a n i n g  a r e  p e r s o n a l  a n d  o f t e n  i n a c c e s s i b l e  t o  t h e  
o u t s i d e r ,  f r e e  a s s o c i a t i o n s  h a v e  t h e  u n i q u e  p o t e n t i a l  f o r  
p e n e t r a t i n g  t h e  w o r l d  o f  s u b j e c t i v e  m e a n i n g  ( S z a l a y  e t  a l  
1 9 7 8 ) .
T h e  p s y c h o l o g i c a l  m e a n i n g  o f  t h e  f r e e  a s s o c i a t i o n  
d e s c r i b e s  a  p e r s o n ' s  s u b j e c t i v e  p e r c e p t i o n  a n d  a f f e c t i v e  
r e a c t i o n s  t o  s e g m e n t s  o f  l a n g u a g e .  I t  c h a r a c t e r i s e s  t h o s e  
t h i n g s  t h a t  a r e  m o s t  s a l i e n t  i n  a n  i n d i v i d u a l ' s  r e a c t i o n s  
a n d  d e s c r i b e s  t h e  d e g r e e  o f  d i r e c t i o n  o f  a f f e c t i v i t y .
T h e . p s y c h o l o g i c a l  s t u d y  o f  m e a n i n g  h a s  b e e n  c h i e f l y  
e m p i r i c a l .  O s g o o d  ( 1 9 5 7 )  i s  t h e  p e r s o n  w h o ,  m o r e  t h a n  
a n y o n e  e l s e ,  h a s  c h a m p i o n e d  t h e  p s y c h o l o g i c a l  s t u d y  o f  
m e a n i n g  t h r o u g h  h i s  f a m o u s  s e m a n t i c  d i f f e r e n t i a l .  B o t h  
O s g o o d  a n d  m o r e  r e c e n t  c o g n i t i v e  t h e o r i s t s  a g r e e  t h a t  
m e a n i n g  h a s  a  m e d i a t i n g  a n d  a  r e p r e s e n t a t i o n a l  f u n c t i o n .  
I t  p l a c e d  p a r t i c u l a r  e m p h a s i s  o n  t h e  f a c t  t h a t  
p s y c h o l o g i c a l  m e a n i n g  i s  a  r e a c t i o n  o f  t h e  h u m a n  o r g a n i s m ,  
a  r e a c t i o n  s u b j e c t  t o  r u l e s  a n d  c o n t r o l l e d  b y  
c h a r a c t e r i s t i c  d i s p o s i t i o n s  O s g o o d  a r g u e d ,  h o w e v e r ,  t h a t  
" t h e  m e a n i n g  o f  a  s i g n  i s  c o n c e i v e d  t o  b e  a  s i m u l t a n e o u s  
b u n d l e  o f  d i s t i n c t i v e  s e m a n t i c  f e a t u r e s "  ( S z a l a y  e t  a l
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1 9 7 8  p .  3 ) .  T h e s e  c o m p o n e n t s  r e p r e s e n t  t h e  m a i n  
c o n s t i t u e n t s  o f  t h e  p e r s o n ' s  u n d e r s t a n d i n g  a n d  e v a l u a t i o n  
o f  t h e  w o r d  ( t h a t  i s  i t s  r e f e r e n t ) .  T h e y  m a y  r e p r e s e n t  
e x p e r i e n c e s ,  i m a g e s ,  a n d  f e e l i n g s  a b o u t  t h e  w o r d  ( t h a t  i s  
i t s  r e f e r e n t )  a c c u m u l a t e d  d i r e c t l y  o r  v i c a r i o u s l y  i n  t h e  
p a s t .
" C o m p a r e d  w i t h  l e x i c a l  m e a n i n g ,  p s y c h o l o g i c a l  m e a n i n g  i s  
u n s t a b l e  a n d  l a b i l e .  T h e  d e g r e e  o f  i n s t a b i l i t y  v a r i e s  
w i t h  t h e  n a t u r e  o f  t h e  r e f e r e n t " .  ( S z a l a y  1 9 7 8  p p . 6 ) .  
M o o d s ,  n e e d s ,  e x t e r n a l  e v e n t s  i m p r e s s i o n s  a n d  d i r e c t  a n d  
v i c a r i o u s  e x p e r i e n c e s  a l l  s u b j e c t  o u r  p s y c h o l o g i c a l  
r e a c t i o n s  t o  c o n c e p t s  t o  m u c h  g r e a t e r  v a r i a t i o n  t h a n  
o r d i n a r y  l e x i c a l  m e a n i n g  a l l o w s .
" W e  a l l  c a r r y  i m a g e s  o f  o u r  s o c i a l  e n v i r o n m e n t .  M o r e  t h a n  
j u s t  t h e  f a m i l i a r  p a t t e r n s  o f  s t r e e t s  a n d  b u i l d i n g s ,  o u r  
c i t y  i s  a  p l a c e  w i t h  c h a r a c t e r i s t i c s  t h a t  a r e  p e r c e p t u a l  
a n d  a t  t h e  s a m e  t i m e  e v a l u a t i v e ,  c o g n i t i v e  a n d  e m o t i o n a l .  
A l l  o f  t h e  s u r r o u n d i n g  e n v i r o n m e n t  b e c o m e  i n v e s t e d  w i t h  
p s y c h o l o g i c a l  m e a n i n g .  O u r  s o c i a l  e n v i r o n m e n t ,  o f  c o u r s e ,  
i s  m o r e  t h a n  t h e  n a t u r a l  a n d  a r t i f a c t u a l  s u r r o u n d i n g s .  I t  
e n c o m p a s s e s  t h e  p e o p l e ,  t h e  i n s t i t u t i o n s  a r o u n d  u s ,  a n d  
t h e  q u a l i t y  o f  o u r  r e l a t i o n s  w i t h  t h e m .  I t ,  a l s o ,  
e n c o m p a s s e s  c e r t a i n  s i g n i f i c a n t  n o n - p h y s i c a l  a b s t r a c t i o n .  
O n e  o f  t h e  f u n c t i o n s  o f  t h e  a s s o c i a t i v e  d a t a  i s  t o  s p e c i f y  
t h o s e  p r o p e r t i e s  o f  s u c h  s i g n i f i c a n t  c o n c e p t s  t h a t  m a k e  
c e r t a i n  f e a t u r e s  o f  t h e  s o c i a l  e n v i r o n m e n t .
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T h e r e  a r e  t w o  m a j o r  s t r a t e g i e s  f o r  a t t a c k i n g  t h e  p r o b l e m  
o f  p s y c h o l o g i c a l  m e a n i n g ,  b o t h  o f  w h i c h  d e p e n d  u p o n  t h e  
a n a l y s i s  o f  v e r b a l  r e a c t i o n s .  T h e  f i r s t  s t r a t e g y  i s  
d i r e c t .  I t  f o c u s e s  o n  s i n g l e  w o r d s  a n d  a i m s  t o  i d e n t i f y  
t h e  m a j o r  c o m p o n e n t s  o f  t h e  r e a c t i o n s  t o  c o n c e p t s  b y  
s c a l i n g  o r  s o m e  o t h e r  m e t h o d .  T h e  c l a s s i c a l  t e c h n i q u e  
h e r e  i s  t h e  " s e m a n t i c  d i f f e r e n t i a l " .  T h e  s e c o n d  s t r a t e g y  
i s  i n d i r e c t .  I t  e x a m i n e s  t h e  i n t e r r e l a t i o n s  a m o n g  w o r d s  
w i t h i n  g r o u p s  a n d  c l u s t e r s .  M u l t i d i m e n s i o n a l  s c a l i n g  o f  
s i m i l a r i t y  j u d g e m e n t s  i s  t h e  t e c h n i q u e  u s e d  i n  t h i s  
m e t h o d "  ( p . 6 ) .
I n  t h e  p r e s e n t  s t u d y  o u r  i n t e r e s t  w a s  f o c u s e d  o n  t h e  
p e r c e p t i o n  o f  d i s e a s e s  i n  g e n e r a l  a n d  o f  c a n c e r  i n  
p a r t i c u l a r  a s  w e l l  a s  t h e  b e l i e f s  a n d  a t t i t u d e s  t o w a r d s  
c o n c e p t s  d r a w n  f r o m  t h e  w o r l d  o f  M e d i c i n e .
W h a t  t h e  p u b l i c  i n  A t h e n s  t h i n k s  a n d  f e e l s  a b o u t  a n y  
d i s e a s e  i s  a  s t r o n g  d e t e r m i n a n t  o f  i t s  r e s p o n s e  t o  
p r e v e n t a t i v e ,  a n d  t h e r a p e u t i c  p r o g r a m s .  I n  o r d e r  t o  m a k e  
h e a l t h  p r o g r a m s  m o r e  e f f e c t i v e  i n  r e a c h i n g  t h e  p u b l i c ,  
h e a l t h  a g e n c i e s  n e e d  t o  p l a n  t h e i r  e d u c a t i o n a l  a n d  
p r o m o t i o n a l  e f f o r t s  a n d  t h e  s t y l e  o f  t h e i r  s e r v i c e s  t o  
t a k e  a c c o u n t  o f  t h e  c o n s c i o u s  a n d  u n c o n s c i o u s  m e a n i n g s  
p e o p l e  h a v e  a p p l i e d  t o  t h e  d i s e a s e .
I t  i s  g e n e r a l l y  a c k n o w l e d g e d  t h a t  d i s e a s e s  a r e  p e r c e i v e d  
a s  d i f f e r e n t  i n  m a n y  a s p e c t s .  I t  i s  a l s o  a p p a r e n t  t h a t
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v a r i o u s  d i s e a s e s  a r o u s e  f e e l i n g s  h a v i n g  d i f f e r e n t  
q u a l i t i e s  a n d  i n t e n s i t i e s .
J e n k i n s  ( 1 9 7 6 )  h a s  u s e d  t h e  " S e m a n t i c  D i f f e r e n t i a l  f o r  
H e a l t h "  i n  h i s  s t u d y  o n  t h e  b e l i e f s  a b o u t  d i s e a s e s .  I n  
t h i s  t e c h n i q u e  t h e  r e a c t i o n s  o f  a  p e r s o n  a r e  d e t e r m i n e d  b y  
a s k i n g  h i m  t o  r e s p o n d  b y  r a t i n g  a  c o n c e p t  o n  s o m e  l a b e l l e d  
s c a l e .  ( C r i t i c i s m  o f  t h i s  t e s t  h a s  a l r e a d y  b e e n  m a d e  i n  
C h a p t e r  2 .  A l s o  s e e  B a n n i s t e r  a n d  F r a n z e l l a  1 9 7 7 ) .
T h e  o t h e r  t e c h n i q u e  u s e d  i n  t h e  s t u d y  o f  " w o r d
a s s o c i a t i o n "  i s  f r e e  a s s o c i a t i o n ,  w h e r e  t h e  r e s p o n d e n t s  
a r e  a s k e d  t o  a s s o c i a t e  f r e e l y  t h e  c o n c e p t s  ( w o r d s )  w i t h  
a n y  o t h e r  w o r d s  t h a t  c o m e  i n t o  t h e i r  m i n d s .
I n  t h e  p r e s e n t  s t u d y  t h i s  l a t t e r  m e t h o d  w a s  c h o s e n  s o  t h a t  
n o  f i x e d  r e s p o n s e s  w o u l d  i n t e r f e r e  a n d  b i a s  t h e  r e s u l t s .  
T h e  m a i n  r e a s o n  w h y  t h i s  m e t h o d  w a s  c h o s e n  w a s  b e c a u s e  t h e  
a s s o c i a t i v e  m e t h o d  d o e s  p r o d u c e  r i c h e r  d a t a .  " I n  s o m e  
r e s p e c t s  d a t a  o b t a i n e d  b y  t h e  m e t h o d  o f  c o n t i n u e d
a s s o c i a t i o n s  a c h i e v e s  t h e  d e p t h  a n d  v a r i e t y  a t t a i n e d  u p o n  
r e d u c i n g  t h e  d a t a  f r o m  u n s t r u c t u r e d  i n t e r v i e w s  t o  s o m e  
b i a s e d  s u m m a r y "  ( S z a l a y  e t  a l  1 9 7 8  p .  1 0 5 ) .  I n  t h e  
c o n t e x t  o f  d e t e r m i n i n g  e v a l u a t i o n  i n  a t t i t u d e s ,  i t  i s  
p o s s i b l e  t o  d e t e r m i n e  w h i c h  f e a t u r e s  a r e  r e s p o n s i b l e  f o r  
t h e  p o s i t i v e  a n d  n e g a t i v e  a t t i t u d e s  h e l d  b y  t h e  p e r s o n s  
r e s p o n d i n g  t h r o u g h  a p p l i c a t i o n  o f  t h e  a s s o c i a t i v e  m e t h o d .
U s i n g  t h e  a s s o c i a t i v e  m e t h o d ,  i t  i s  p o s s i b l e  t o  l e t  t h e
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r e s p o n d e n t s  t h e m s e l v e s  t e l l  u s  w h a t  t h e  s i g n i f i c a n t  
s o u r c e s  o f  a f f e c t  a r e .
9 . 2  M E T H O D O L O G Y  -  P R O C E D U R E
I n  t h e  p r e s e n t  s t u d y  e l e v e n  w o r d s  w e r e  c h o s e n  f r o m  t h e  
" s p h e r e "  o f  M e d i c a l  S c i e n c e  w i t h  t h e  i n t e n t i o n  o f  c o v e r i n g  
m o s t  o f  t h e  a s p e c t s  c h a r a c t e r i s i n g  t h i s  f i e l d .  T h e  w o r d s  
w e r e  l i s t e d  a n d  t h e y  w e r e  p r e s e n t e d  i n  a  t y p e  o f  
q u e s t i o n n a i r e  w h e r e  t h e  r e s p o n d e n t s  w e r e  a s k e d  t o  w r i t e  
n e x t  t o  e a c h  o n e  o f  t h e  w o r d s  w h a t  c o m e s  i n t o  t h e i r  m i n d s .  
( S e e  A P P E N D I X  3 )
I n  t h i s  w a y  a n y  p o s s i b l e  a s s o c i a t i o n  b e t w e e n  t h e  d i f f e r e n t  
w o r d s  o r  a  d i s t i n c t  a s s o c i a t i o n  o f  c e r t a i n  i d e a s  o r  
a t t i t u d e s  t o w a r d s  t h e  d i f f e r e n t  w o r d s  w o u l d  b e  r e v e a l e d .  
T h e  w o r d s  u s e d  i n  t h e  s t u d y  a r e  l i s t e d  b e l o w :
I L L N E S S  P A T I E N T S
D O C T O R S  C I R R H O S I S  O F  T H E  L I V E R
N U R S E S  H O S P I T A L
H E A R T  A T T A C K  M E L A N O M A  O F  T H E  S K I N
C A N C E R  C A N C E R  P A T I E N T S
T U M O U R
9 . 3  S E L E C T I O N  O F  T H E  S A M P L E
I n  o r d e r  t o  c o v e r  a  m a j o r  r a n g e  o f  p e o p l e  l i v i n g  i n
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A t h e n s ,  t h e  a r e a  w a s  d i v i d e d  i n t o  f o u r  d i f f e r e n t  r e g i o n s  
( S o u t h ,  N o r t h ,  E a s t  a n d  W e s t ) .  T h e  r e s p o n d e n t s  w e r e  m a l e s  
( n = 2 8 )  a n d  f e m a l e s  ( n = 2 4 )  w h o s e  o c c u p a t i o n  h a d  n o t h i n g  t o  
d o  w i t h  t h e  m e d i c a l  f i e l d .  T h e  a v e r a g e  a g e  o f  t h e  m a l e s  
w a s  4 0  y e a r s  o l d  a n d  o f  t h e  f e m a l e s  4 2  y e a r s  o l d .
9 . 4  P R O C E D U R E  ( A d m i n i s t r a t i o n )
I n  e a c h  o f  t h e  f o u r  r e g i o n s  i n  w h i c h  t h e  a r e a  o f  A t h e n s  
w a s  d i v i d e d ,  t h e  r e s e a r c h e r  a d m i n i s t e r e d  f i f t y  
q u e s t i o n n a i r e s ,  t h i s  m a k i n g  a  t o t a l  o f  2 0 0  
a d m i n i s t r a t i o n s .  T h e  r e s p o n d e n t s  w e r e  a s k e d  t o  a n s w e r  t h e  
q u e s t i o n n a i r e  a f t e r  a  s m a l l  b r i e f i n g  c o n c e r n i n g  t h e  
g e n e r a l  i d e a  o f  t h e  r e s e a r c h  a n d  r e t u r n  i t  t o  t h e  
r e s e a r c h e r .
U n f o r t u n a t e l y ,  t h e  p r o c e s s  o f  a d m i n i s t r a t i o n  r e v e a l e d  t h a t  
a  v e r y  s m a l l  p e r c e n t a g e  o f  t h e  A t h e n i a n  p o p u l a t i o n  w a s  
w i l l i n g  t o  c o - o p e r a t e  w i t h  t h e  r e s e a r c h e r .
F i f t y  t w o  q u e s t i o n n a i r e s  w e r e  f i n a l l y  c o m p l e t e d  a n d  
r e t u r n e d  t o  t h e  r e s e a r c h e r ,  f r o m  w h i c h  t w o  w e r e  e l i m i n a t e d  
d u e  t o  i n c o m p l e t e  a n s w e r s .
9 . 4 . A  C O N T E N T  A N A L Y S I S
E a c h  o f  t h e  w o r d s  i n  t h e  q u e s t i o n n a i r e  w a s  c o n t e n t
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a n a l y s e d  s e p a r a t e l y  a c c o r d i n g  t o  t h e  r e s p o n d e n t ' s  a n s w e r s .  
I t  e m e r g e d  f r o m  t h e  a n a l y s i s  t h a t  t h e r e  w a s  q u i t e  a  r a n g e  
o f  c o n c e p t s  a n d  i d e a s  u s e d  b y  t h e  n o n - e x p e r t s  i n  
a s s o c i a t i o n  w i t h  t h e  w o r d s  i n  q u e s t i o n .
1  .  I L L N E S S  : F r o m  t h e  c o n t e n t  a n a l y s i s  o f  t h e  w o r d
i l l n e s s ,  I t  e m e r g e d  t h a t  i l l n e s s  i s  a s s o c i a t e d  m o s t l y  w i t h  
n e g a t i v e  e m o t i o n s  a n d  s t a t e s  o f  b e i n g .  I l l n e s s  w a s  a l s o  
a s s o c i a t e d  w i t h  p a i n  a n d  w i t h  t h e  g e n e r a l  i d e a s  o f  
m e d i c i n e  a n d  h o s p i t a l  s e r v i c e s  ( S e e  T a b l e  2 5 ) .  T h e  w o r d  
" b e d "  s e e m e d  t o  b e  c l o s e l y  a s s o c i a t e d  w i t h  t h e  w o r d  
i l l n e s s .
I l l n e s s ,  t h e r e f o r e ,  h a s  a n  i n t e r r e l a t e d  a s s o c i a t i o n  w i t h  
e m o t i o n s  a s  w e l l  a s  w i t h  i n s t r u m e n t a l  c o n c e p t s  h a v i n g  t o  
d o  w i t h  t h e  s e r v i c e s  a n  i l l  p e r s o n  i s  b e i n g  o f f e r e d  ( e . g .  
b e d ,  h o s p i t a l ,  c h i c k e n  s o u p ,  w a r m  e t c . ) .
2 .  D O C T O R S : M o s t  o f  t h e  a s s o c i a t i o n s  c o n c e r n i n g  d o c t o r s
w e r e ,  i n  t e r m s  o f  t h e i r  a p p e a r a n c e  ( w h i t e  b l o u s e ,  
S t e t h o s c o p e )  t h e  w o r d  w a s  a l s o  a s s o c i a t e d  w i t h  t h e  i d e a  o f  
h e l p  a n d  s a f e t y .  R e s p o n d e n t s  t e n d  t o  a s s o c i a t e  d o c t o r s  
l e s s  w i t h  p e r s o n a l  e m o t i o n s  a n d  m o r e  w i t h  t h e  i m a g e  t h a t  a  
d o c t o r  h a s  i n  t h e  s o c i e t y ,  ( m o n e y  a n d  t i p s  a s  w e l l  a s  
e x p l o i t a t i o n  w e r e  w o r d s  a s s o c i a t e d  w i t h  d o c t o r s ,  p r o b a b l y  
i n  t e r m s  o f  t h e  m o n e y  t h a t  o n e  h a s  t o  p a y  t o  h a v e  a  g o o d  
d o c t o r  w h i c h  i s  t r u e  i n  G r e e k  s o c i e t y ) .  T a b l e  2 6  r e v e a l s  
t h e  r e s u l t s  o f  t h e  c o n t e n t  a n a l y s i s .
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TABLE 25
CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
I L L N E S S
1 .  B e d  1 2
2 .  N e g a t i v e  e m o t i o n s  =  s o r r y
u n h a p p y  1 2
u n p l e a s a n t
d e p r e s s  i v e
3 .  P a i n  7
4 .  N e g a t i v e  c o n d i t i o n  =  s u f f e r
e x h a u s t i o n  5
p a l e
5 .  T h e r m o m e t e r  4
6 . H o s p i t a l  -  M e d i c i n e  3
7 .  F e a r  -  M i s f o r t u n e  -  B a d  H e a l t h  -  C a n c e r  3
8 .  E v i l  1
9 .  F o r  G o d ' s  S a k e  1
1 0 .  B u g g e r  1
1 1 .  C h i c k e n ,  s o u p ,  w a r m  1
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TABLE 26
D O C T O R S
1 .  W h i t e  B l o u s e  7
2 .  H e l p  6
3 .  E x p l o i t a t i o n  =  t i p  5
t h i e f
m o n e y
4 .  T r u s t  -  s a f e t y  5
5 .  U n s a f e t y  4
6 .  S t e t h o s c o p e  3
7 .  H o s p i t a l  3
8 .  I l l n e s s  3
9 .  H o p e  3
1 0 .  M i x e d  f e e l i n g s  2
( n e e d  a v o i d )
1 1 .  S e r i o u s  2
1 2 .  U n h a p p i n e s s  2
1 3 .  M i s f o r t u n e  2
1 4 .  N o t h i n g  1
1 5 .  G l a s s e s  1
1 6 .  U s e l e s s  1
CONTENT ANALYSIS OF THE WORK ASSOCIATION QUESTIONNAIRE
193
w o r d s  " d o c t o r s " ,  " h o s p i t a l "  a n d  " p a t i e n t s " .  T h e y  a l s o  
a s s o c i a t e d  t h e m  w i t h  t h e  s e r v i c e s  t h e y  u s u a l l y  p r o v i d e  
( e . g .  i n j e c t i o n s )  a n d  f i n a l l y  t h e y  r e s e m b l e d  t h e m  w i t h  
w o r d s  c o n c e r n i n g  f e m a l e  s e x u a l i t y  ( p o s i t i v e  a n d  n e g a t i v e ) .
T h i s  c o u l d  p r o b a b l y  b e  t h e  r e s u l t  o f  t h e  f a c t  t h a t  i n  
G r e e c e  t h e r e  i s  a  v e r y  s m a l l  p e r c e n t a g e  o f  m a l e  n u r s e s  
( 1 5 % ) .  N u r s e s  w e r e  f i n a l l y  a s s o c i a t e d  w . i t h  
i r r e s p o n s i b i l i t y ,  l a z i n e s s ,  a n d  i n s e c u r i t y  w h i c h  g i v e s  a n  
i m p r e s s i o n  t h a t  n o n - e x p e r t s  a r e  n o t  v e r y  h a p p y  w i t h  t h e  
n u r s i n g  p r o f e s s i o n a l  w o r k .  T a b l e  2 7  r e v e a l s  t h e  r e s u l t s  
f r o m  t h e  a n a l y s i s .
4 *  H O S P I T A L S : T h e  w o r d  h o s p i t a l  w a s  m o s t l y  a s s o c i a t e d
w i t h  p h y s i c a l  e n v i r o n m e n t .  A s s o c i a t i o n  w i t h  c o l o u r  
( g r e e n ,  y e l l o w ) ,  " b e d s " ,  " w h i t e  w a l l s " ,  " s t a r e s "  a n d  
" w h i t e  s h e e t s " ,  w e r e  t h e  m o r e  c o m m o n  r e s p o n s e s .  H o s p i t a l  
w a s  a l s o  a s s o c i a t e d  w i t h  " p a t i e n t s " ,  " o p e r a t i o n "  a n d  w i t h  
a v o i d i n g  f e e l i n g s  ( " a w a y " ,  " n e v e r  i n " )  e t c .  I n t e r e s t i n g l y  
e n o u g h  t h i s  w o r d  w a s  n o t  a s s o c i a t e d  w i t h  " d o c t o r s "  o r  
" n u r s e s " ,  p r o b a b l y  b e c a u s e  t h e  h o s p i t a l  " i n c l u d e s "  t h e  
d o c t o r s  a n d  t h e  n u r s e s .  I n  o t h e r  w o r d s  a  n u r s e  o r  a  
d o c t o r  c a n  p o s s i b l y  f u n c t i o n  o u t s i d e  a  h o s p i t a l  b u t  a  
h o s p i t a l  c a n n o t  f u n c t i o n  w i t h o u t  d o c t o r s  a n d  n u r s e s .  
T h e r e f o r e ,  a l t h o u g h  " h o s p i t a l "  w a s  f o u n d  i n  b o t h  t h e  
a n a l y s e s  o f  n u r s e s  a n d  d o c t o r s ,  t h e  o p p o s i t e  d i d  n o t  
h a p p e n  i n  t h i s  a n a l y s i s  ( T a b l e  2 8 ) .  O n  t h e  o t h e r  h a n d ,  
i l l n e s s  w a s  a s s o c i a t e d  w i t h  t h e  w o r d  h o s p i t a l .
3 .NURSES: Respondents associated nurses directly with the
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CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
N U R S E S
2.
3 .
4 .
5 .
6.
7 .
8. 
9 .  
10 
11 
12 
1 3
H e l p  ( p o s i t i v e  -  n e g a t i v e )  f o r  
d o c t o r s / p a t i e n t s  
A e s t h e t i c  A s s o c i a t i o n  
p r e t t y  
a n g e l s  
c h i c k e n s  
m i s e r a b l e  
s c r e w a b l e
H o s p i t a l
I n d i f f e r e n c e
I n j e c t i o n s
W h i t e  R o b e s
P a r a s i t e s
C l e a n l i n e s s
U n h a p p i n e s s
I r r e s p o n s i b i l i t y
L a z i n e s s
I n s e c u r i t y
T o r t u r e r s
21
4
4
3
2
1
1
1
1
1
'I
1
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TABLE 28
H O S P I T A L
CONTENT ANALYSIS FROM THE WORD ASSOCIATION QUESTIONNAIRE
1 .  P h y s i c a l  E n v i r o n m e n t  2 1
S t a r e s
W h i t e  S h e e t s
C o r r i d o r s
B e d s
C o l d  P l a c e  
G a s  C h a m b e r s  
S m e l l  o f  M e d i c i n e  
W h i t e  W a l l s  
G r e e n / Y e l l o w  
W a r d s
2 . A v o i d  F e e l i n g s  ( a w a y - n e v e r  i n ) 7
3 . D e p r e s s i o n 4
4 . A f r a i d  o f 3
5 . I l l n e s s 3
6 . T r u s t  ( s h e l t e r - h o p e ) 3
7 . O p e r a t i o n 2
8 . P t s 2
9 . S t r i c t n e s s 1
1 0 . S l a v e r y 1
1 1 . G o o d / B a d 1
1 2 . P l a c e  o f  T r e a t m e n t 1
1 3 . F i g h t  a g a i n s t  d e a t h 1
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5 *  P A T I E N T S : T h e  m o s t  f r e q u e n t  r e s p o n s e  i n  t h i s  w o r d  w a s
a s s o c i a t e d  w i t h  t h e  i d e a  o f  " m i s e r a b l e "  a n d  " h e l p l e s s " .  
I n  t h e  l a y m e n  m i n d s ,  a  p a t i e n t  e q u a l s  s o m e o n e  w h o  i s  n o t  
c a p a b l e  o f  h e l p i n g  h i m s e l f  a n d  t h e  s t a t e  o f  e m o t i o n  h e  i s  
i n  i s  c h a r a c t e r i s e d  b y  s u f f e r i n g  a n d  c o m p l a i n i n g .
P a t i e n t s  w e r e  a s s o c i a t e d  a l s o  w i t h  t h e  c o n c e p t  o f  H o s p i t a l  
a n d  t h e  i d e a  o f  b e d ;  i n  o t h e r  w o r d s ,  b e i n g  a  p a t i e n t  m e a n s  
t h a t  s o m e o n e  i s  i n  b e d  o r  i f  h e  i s  i n  a  m o r e  s e r i o u s  
c o n d i t i o n ,  h e  w i l l  b e  i n  t h e  H o s p i t a l .  M o s t l y ,  t h i s  w o r d  
w a s  a s s o c i a t e d  w i t h  c o g n i t i v e  a n d  e m o t i o n a l  a s p e c t s  r a t h e r  
t h a n  w i t h  i n s t r u m e n t a l l y  o r i e n t e d  o n e s .  T a b l e  2 9  s h o w s  
r e s u l t s  f r o m  t h e  c o n t e n t  a n a l y s i s .
6 .  C A N C E R  P A T I E N T S :  T h i s  w o r d  w a s  a s s o c i a t e d  b y  m o s t  o f
t h e  r e s p o n d e n t s  w i t h  t h e  w o r d s  " d e a d " ,  " c o n d e m n e d " ,
" h o p e l e s s " ,  a n d  " d e s p a i r "  a l o n g  w i t h  " m i s f o r t u n e "  w e r e  
s o m e  o f  t h e  o t h e r  w o r d s  m o s t  o f t e n  u s e d .  T h e  i d e a  a n d  t h e  
a s s o c i a t e d  t h o u g h t s  t h a t  " c a n c e r  p a t i e n t "  c r e a t e s  t o  t h e  
p e o p l e  s e e m s  t o  b e  v e r y  n e g a t i v e  a n d  t h e  i m a g e  t h a t  n o n ­
e x p e r t  p e o p l e  h a v e  i n  t h e i r  m i n d s  i s  p r o b a b l y  o n e  o f  
s o m e o n e  w i t h  n o  h o p e  t o  l i v e ,  o r  t o  b e  h e l p e d .  I t  i s  
i n t e r e s t i n g  t o  s e e  h o w  a  " c a n c e r  p a t i e n t "  i s  q u i t e  
d i f f e r e n t l y  a s s o c i a t e d  w i t h  i d e a s  a n d  c o n c e p t s ,  f r o m  t h e
" p a t i e n t "  a l o n e .  ( S e e  T a b l e  3 0 )
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TABLE 29
CONTENT ANALYSIS FROM THE WORD ASSOCIATION QUESTIONNAIRE
P A T I E N T S
1 .  M i s e r a b l e  1 1
2 .  H e l p l e s s  9
3 .  C o m p l a i n  7
4 .  H o s p i t a l s  4
5 .  B e d s  4
6 .  P i t y / S o r r y  3
7 .  T e m p o r a r i l y :  3
R e c o v e r
O v e r c o m e
8 .  N i g h t - d r e s s  2
9 .  M i s f o r t u n e  2
1 0 .  O t h e r  S u f f e r i n g  1
1 2 .  _ P e o p l e  1
1 3 .  Y e l l o w  1
1 4 .  D i f f i c u l t y  1
1 5 .  N o t h i n g  1
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TABLE 30
CONTENT ANALYSIS IN THE WORD ASSOCIATION QUESTIONNAIRE
C A N C E R  P A T I E N T
1 . D e a d / C o n d e m n e d 1 5
2 . M i s f o r t u n e 1 0
3 . B o p e l e s s / D e s p a i  r 6
4 . S o r r y 5
5 . V e r y  S e r i o u s  I l l n e s s 3
6 . U n t r e a t a b l e 2
7 . T u m o u r / C a n c e r 2
8 . A w a y 1
9 . N o t  t o  M e 1
1 0 . S t r o n g 1
1 1 . F u l l  o f  E x p e r i e n c e 1
1 2 . S e l f  K n o w l e d g e 1
1 3 . F e a r 1
1 4 . C a l a m i t y 1
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w i t h  t h e  s a m e  t h e m e s  a s  c a n c e r - p a t i e n t ,  l i k e  d e a t h ,  d e a d ,  
g r a v e  a n d  o t h e r  r a t h e r  n e g a t i v e  t h o u g h t s .  T h e  s o c i a l  
i m a g e  t h a t  c a n c e r ,  m e r e l y  a s  a  w o r d  h a s  a c q u i r e d  s e e m s  t o  
b e  v e r y  s t r o n g  a n d  w i t h  n o t  m u c h  f l e x i b i l i t y  i n  t h e  m i n d s  
o f  t h e  n o n - e x p e r t s .  C a n c e r  w a s  a l s o  a s s o c i a t e d  w i t h  f e a r  
a n d  p a i n  b u t  l e s s  o f t e n  t h a n  t h e  p r e v i o u s  a s s o c i a t i o n s .  
T h e  i d e a  o f  " i n j u s t i c e " ,  " h o p e l e s s " ,  a n d  " t e r r i b l e  
s i t u a t i o n "  w a s  a n o t h e r  t h e m e  u s e d  i n  a s s o c i a t i n g  t h i s  w o r d  
b u t  o n  r a r e  o c c a s i o n s .  I n  g e n e r a l ,  d e a t h  w a s  t h e  m a i n  
a s s o c i a t i o n  g i v e n  t o  c a n c e r .  ( S e e  T a b l e  3 1 ) .
7. CANCER: The word cancer was associated more or less
8 * H E A R T  A T T A C K :  T h i s  w o r d  w a s  a s s o c i a t e d  m o s t l y  w i t h
t h e  w o r d s  " w o r r y "  a n d  " f e a r " .  I n  o n l y  t w o  o c c a s i o n s  
" h e a r t  a t t a c k "  w a s  a s s o c i a t e d  w i t h  " d e a t h " .  T h e  o t h e r  
m o r e  c o m m o n  t h e m e  o f  a s s o c i a t i o n  w a s  " d a n g e r " ,  " s u r p r i s e " ,  
" a n x i e t y "  a n d  " h o r r i f y i n g  e p i s o d e " .  O b v i o u s l y ,  t h e  
i l l n e s s  i s  a s s o c i a t e d  w i t h  t h e  i d e a  o f  s o m e t h i n g  s u d d e n  a s  
t h e  h e a r t  a t t a c k  i s ,  a n d  s o m e t h i n g  w h i c h  c r e a t e s  f e a r  a t  
t h e  m o m e n t  o f  i t s  o c c u r r e n c e .  I n  g e n e r a l ,  t h i s  w o r d  w a s  
n o t  a s s o c i a t e d  w i t h  a  l o n g  t e r m  s i t u a t i o n  ( S e e  T a b l e  3 2 ) .
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TABLE 31
CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
C A N C E R
1 . D e a d / C o n d e m n e d  
D e a t h  B e f o r e  D e a t h  
D e a t h  a t  i t s  N e a r e s t  P o i n t  
G r a v e / F u n e r a l
1 8
2 . P a i n 6
3 . F i g h t  f o r  L i f e 7u
4 . F e a r 2
5 . H o p e l e s s 2
6 . T e r r i b l e  S i t u a t i o n 2
7 . C i g a r e t t e 2
8 . I n j u s t i c e 2
9 , C a n c e r  S p e c i a l  H o s p i t a l 2
1 0 . T o  m y  B a l l s 2
1 1 . G o o d  L o r d 1
1 2 . A n  I l l n e s s 1
1 3 . S i g h 1
1 4 . C o l o n 1
1 5 . M a l i g n a n t  T u m o u r 1
1 6 . O p e r a t i o n 1
1 7 . I t  t r i e s  t o  e a t  m e 1
1 8 . i ' l l  e a t  i t  f i r s t 1
1 9 . A c t i v a t i o n / o r  G i v e  U p 1
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CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
H E A R T  A T T A C K
1 .  W o r r y  1 2
2 .  F e a r  6
3 .  D a n g e r / R e d  L i g h t  3
4 .  D i f f i c u l t  S i t u a t i o n  3
5 .  S u r p r i s e  3
6 . H o r r i f y i n g  E p i s o d e  2
7.  A n x i e t y  2
8 . H o s p i t a l  2
9 .  H a p p y  D e a t h  2
■ 1 0 .  I n t e r f e r e s  w i t h  e v e r y d a y  a c t i v i t i e s  1
1 1 .  M i s f o r t u n e  1
1 2 .  " T r i m i d i n e "  P i l l s  1
1 3 .  E l e c t r o d e s  1
1 4 .  C a r d i o g r a p h  1
1 5 .  A m b u l a n c e  1
1 6 .  C o r r i d o r s  1
1 7 .  L y i n g  D o w n  1
1 8 .  G o o d  T h i n g  1
1 9 .  C o r o n a r y  1
I f  h e  S u r v i v e s  R e s u r r e c t i o n
I f  h e  D i e s  S o l u t i o n
2 0 .  O l d  P e o p l e  1
2 1 .  U n h a p p i n e s s  1
2 2 .  I n s e c u r i t y  1
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9 .  C I R R H O S I S  O F  T H E  L I V E R :  T h e  w o r d  w a s  d i r e c t l y  a n d
m o s t l y  a s s o c i a t e d  w i t h  r e s p o n s e s  c o n s i d e r i n g  a l c o h o l -  
d r i n k i n g  a n d  w i n e .  B e c a u s e  p e o p l e  w h o  s u f f e r  f r o m  t h i s  
d i s e a s e  a r e  p e o p l e  w h o  d r i n k  m u c h  t h i s  w a s  t h e  p r i m e  
t h o u g h t  i n  l a y  r e s p o n s e s .  A n o t h e r  t h e m e  e m e r g i n g  f r o m  t h e  
r e s p o n s e s  w a s  t h e  s e r i o u s n e s s  o f  t h e  s i t u a t i o n  a l o n g  w i t h  
t h e  w o r d s  " b a d "  a n d  " w o r r y i n g n . F i n a l l y  s o m e  o f  t h e  
r e s p o n s e s  w e r e  c o n c e r n e d  w i t h  " t h e r a p y ” a n d  
" t r e a t a b i l i t y " ,  a n  a s s o c i a t i o n  w h i c h  m e a n s  t h a t  i n  t h e  
n o n - e x p e r t s  m i n d s  c i r r h o s i s  o f  t h e  l i v e r  c a n  b e  t r e a t e d  
( T a b l e  3 3  s h o w s  t h e  r e s u l t s ) .
1 0 .  M E L A N O M A  O F  T H E  S K I N :  T h i s  w o r d  w a s  a s s o c i a t e d
d i r e c t l y  w i t h  t h e  w o r d  " c a n c e r " .  M a n y  o f  t h e  r e s p o n d e r s  
d i d  n o t  a s s o c i a t e  i t  w i t h  a n y t h i n g  a n d  m a n y  a s s o c i a t e d  i t  
w i t h  a  " m o l e " .  O t h e r  t h e m e s  o f  r e s p o n s e s  w e r e  c o n c e r n e d  
w i t h  t h e  i d e a  t h a t  o n e  c a n  s u r v i v e  f r o m  t h e  d i s e a s e  a n d
t h a t  i t  c a n  b e  t r e a t a b l e .
I n  g e n e r a l ,  r e s p o n s e s  w e r e  r e l a t i v e l y  n e g a t i v e  b u t  d e a t h  
w a s  v e r y  l i t t l e  i n v o l v e d  i n  t h e  c o n t e n t  o f  r e s p o n s e s  
c o n c e r n i n g  t h i s  w o r d .  I t  i s  e v i d e n t  f r o m  t h e  o v e r a l l  
r e s u l t s  t h a t  o u t  o f  t w o  c a n c e r s  w h e r e  o n e  c o n t a i n s  t h e  
a c t u a l  w o r d  a n d  a n o t h e r  h a s  s o m e  o t h e r  n a m e ,  l i k e  i n  t h i s  
c a s e ,  t h e  l a t t e r  w i l l  b e  t r e a t e d  b y  t h e  l a y m e n  i n  a  m u c h
m i l d e r  w a y  t h a n  t h e  o n e  w i t h  t h e  w o r d  " c a n c e r "  i n  i t .
(See Table 34)
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TABLE 33
CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
C I R R H O S I S  O F  T H E  L I V E R
1 .  A l c o h o l  2 2
D r i n k  i n g
W i n e / V o m i t
2 .  S e r i o u s  1 0
Bad S i t u a t i o n
W o r r y i n g
3 .  T h e r a p y / T r e a t a b l e  3
4 .  D e a t h  2
5 .  N o t h i n g  2
6 .  C h a n g e  i n  W a y  o f  L i f e  1
7 .  F e a r  1
8 .  S a d n e s s  1
9 .  M i s e r a b l e  1
1 0 .  T h e  I n s i d e  o f  H u m a n  b o d y  1
1 1 .  L i v e r  D a m a g e d  1
1 2 .  D o n ' t  W o r r y  A b o u t  I t  1
1 3 .  Y o u  w a n t e d  i t  h a p p e n e d  t o  y o u  1
o f  m y  f a t h e r
1 4 .  O p e r a t i o n  1
1 5 .  T y p e  o f  C a n c e r  w h i c h  i s  U n t r e a t a b l e  1
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TABLE 34
CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
M E L A N O M A  O F  T H E  S K I N
1 . N o t h i n g 1 1
2 . C a n c e r 7
3 . M o l e 7
4 . D e a t h  S h o r t l y 4
5 . Y o u  C a n  S u r v i v e / T r e a t a b l e 3
6 . O p e r a t i o n 3
7 . W o r r y 2
8 . B l a c k 2
9 . S e r i o u s  I l l n e s s 2
1 0 . S u s p i c i o u s 2
1 1 . M e t a s t a s  i s 1
1 2 . M y  G o d 1
1 3 . T h e  B o d y  o f  t h e  T r e e 1
1 4 . A n  O l d  W o m a n 1
1 5 . S h a d o w s  i n  t h e  S u m m e r 1
1 6 . H o s p i t a l 1
1 7 . H a n d i c a p 1
1 8 . D a n g e r 1
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w i t h  c a n c e r ,  a n d  i n  s o m e  c a s e s  t h e  d i s t i n c t i o n  b e t w e e n  t h e  
b e n i g n  a n d  m a l i g n a n t .  " F e a r "  a n d  " a g o n y "  w e r e  c o m m o n  
r e s p o n s e s  h e r e  a n d  a l s o  t h e  i d e a  o f  " f i g h t "  w a s  i n c l u d e d  
a l o n g  w i t h  t h e  t h e m e  " n o t  a l w a y s  t e r r i b l e " .  N o n e  o f  t h e  
r e s p o n d e n t s  a s s o c i a t e d  t u m o u r  w i t h  d e a t h .
A g a i n ,  i t  i s  t h e  c a s e  o f  t h e  p o s s i b l e  c a n c e r  w h i c h  h a s  
a n o t h e r  n a m e .  A l t h o u g h  t u m o u r  w a s  m o s t l y  a s s o c i a t e d  w i t h  
c a n c e r ,  r e s p o n s e s  o f  a n y  n e g a t i v e  c o g n i t i v e  c o n n o t a t i o n  
w e r e  a b s e n t .  ( S e e  T a b l e  3 5 ) .
11. TUMOUR: Most of the respondents associated this word
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TABLE 35
CONTENT ANALYSIS OF THE WORD ASSOCIATION QUESTIONNAIRE
T U M O U R
1 .  C a n c e r
2 .  B e n i g n / M a l i g n a n t
3 .  F e a r / A g o n y  
F i g h t
4 .  S o m e t h i n g  B a d
O p e r a t i n g  R o o m
5 .  S o r r y
N o t  A l w a y s  T e r r i b l e
C o n q u e r i n g  S p a c e
D e v e l o p m e n t
W e i g h t
A n n o y a n c e
M e a t
B e g i n n i n g  o f  t h e  E n d
M y  G o d
N o t h i n g
1 8
7
5
5
3
2
1
1
1
1
1
1
1
1
1
1
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9 . 4  B A N A LY S IS
C o n t e n t  a n a l y s i s  a s  a  s c i e n t i f i c  d i s c i p l i n e  h a s  a n  o l d  a n d  
h o n o u r a b l e  h e r i t a g e  o r i g i n a t i n g  i n  t h e  a t t e m p t s  b y  
l i n g u i s t s  t o  a n a l y s e  t h e  c o n t e n t  o f  c o m m u n i c a t i o n  f r o m  a  
q u a n t i t a t i v e  v i e w  p o i n t .  A s  K r i p p e n d o r f f  ( 1 9 8 0 )  h a s  
o b s e r v e d  " T h e  h i s t o r y  o f  s c i e n c e  s h o w s  a  c o n s i s t e n t  t r e n d  
t o  m a k e  m o r e  a n d  m o r e  p h e n o m e n a  s u b j e c t  t o  m e a s u r e m e n t  a n d  
a n a l y s i s " .  I t  i s  a s  i f  s c i e n t i s t s  b e l i e v e  t h a t  r e a l i t y  i s  
a c c e s s i b l e  o n l y  " t h r o u g h  t h e  m e d i u m  o f  a  m e a s u r i n g  
i n s t r u m e n t "  ( R e p o r t e d  i n  M o s t y n  1 9 8 5 ,  p .  1 1 7 ) .
C o n t e n t  a n a l y s i s  i s  t h e  " d i a g n o s t i c  t o o l "  o f  q u a l i t a t i v e  
r e s e a r c h e r s ,  w h i c h  t h e y  u s e  w h e n  f a c e d  w i t h  a  m a s s  o f  
o p e n - e n d e d  m a t e r i a l  t o  m a k e  s e n s e  o f .  T h e  o v e r a l l  p u r p o s e  
o f  t h e  c o n t e n t  a n a l y s i s  a p p r o a c h  i s  t o  i d e n t i f y  s p e c i f i c  
c h a r a c t e r i s t i c s  o f  c o m m u n i c a t i o n s  s y s t e m a t i c a l l y  a n d  
o b j e c t i v e l y  i n  o r d e r  t o  c o n v e r t  t h e  r a w  m a t e r i a l  i n t o  
s c i e n t i f i c  d a t a  ( M o s t y n  1 9 8 5  p .  1 1 7 ) .  W h a t  s h o u l d  b e  t h e n  
s e e n  b y  t h e  r e s e a r c h e r  i s  i f  a n y  r e g u l a r i t i e s  o c c u r  i n  
t e r m s  o f  s i n g l e  w o r d s ,  t h e m e s ,  o r  c o n c e p t s .
B y  l o o k i n g  t h r o u g h  t h e  c o n t e n t  a n a l y s i s  o f  t h e  w o r d s  u s e d  
i n  t h i s  s t u d y ,  t h e  q u e s t i o n  e m e r g e s  w h e t h e r  t h e r e  i s  a  
c o m m o n  s t r u c t u r e  u n d e r l y i n g  t h e s e  w o r d s  r e v e a l i n g  
s o m e t h i n g  a b o u t  t h e  a t t i t u d e s  p e o p l e  h a v e  t o w a r d s  t h e s e  
c o n c e p t s .
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I f  t h i s  i s  a  p o s s i b i l i t y ,  t h e  s t r u c t u r e  c o u l d  v e r y  w e l l  
h a v e  t h e  s a m e  f o r m  a s  o t h e r  a t t i t u d e s  h a v e .  T h e r e f o r e ,  a  
c o m m o n  f r a m e w o r k  o f  d e s c r i b i n g  a t t i t u d e s  w o u l d  b e  
a p p r o p r i a t e .
O n e  a p p r o a c h  t o  p r o v i d e  s u c h  a  f r a m e w o r k  i s  a  g e n e r a l  
m a p p i n g  s e n t e n c e  o f  a t t i t u d e s .
F I R S T  L A W  O P  A T T I T U D E S
T h i s  l a w  g i v e s  t h r e e  c o n d i t i o n s  w h i c h  t o g e t h e r  p r o v i d e  a  
r a t i o n a l e  f o r  e x p e c t i n g  p o s i t i v e  c o n c l u s i o n s  ( L e v y  1 9 8 5 ) .  
" T h e  f i r s t  c o n d i t i o n  i s  t h a t  t h e  i t e m  b e  a t t i t u d i n a l "  
a c c o r d i n g  t o  G u t t m a n ' s  d e f i n i t i o n .  " I f  a n y  t w o  i t e m s  a r e  
s e l e c t e d  f r o m  t h e  u n i v e r s e  o f  a t t i t u d e  i t e m s  t o w a r d s  a  
g i v e n  o b j e c t ,  a n d  i f  t h e  p o p u l a t i o n  o b s e r v e d  i s  n o t  
s e l e c t e d  a r t i f i c i a l l y ,  t h e n  t h e  p o p u l a t i o n  r e g r e s s i o n s  
b e t w e e n  t h e s e  t w o  i t e m s ,  w i l l  b e  m o n o t o n e  a n d  w i t h  
p o s i t i v e  o r  z e r o  s i g n "  ( G u t t m a n  1 9 8 2 ) ,  f r o m  L e v y  1 9 8 5
p . 6 2 .
T h e  s e c o n d  c o n d i t i o n  i s  t h a t  t h e  a t t i t u d i n a l  i t e m s  b e i n g  
s t u d i e d  a l l  h a v e  t h e  s a m e  o b j e c t .  T h e  t h i r d  c o n d i t i o n  i s  
t h a t  t h e  p o p u l a t i o n  ( w h o s e  a t t i t u d i n a l  b e h a v i o u r s  a r e  
b e i n g  s t u d i e d )  i s  n o t  s p e c i a l l y  s e l e c t e d  w i t h  r e s p e c t  t o  
t h a t  o b j e c t .  T h e  f i r s t  l a w  h o l d s  f o r  i n s t r u m e n t a l  
b e h a v i o u r  a s  w e l l  a s  f o r  c o g n i t i v e  a n d  a f f e c t i v e  
b e h a v i o u r .
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T h e  f o r m a l  d e f i n i t i o n  o f  t h i s  l a w  c o n v e r t e d  i n t o  a  m a p p i n g  
s e n t e n c e  a s  f o l l o w s :
" A n  i t e m  b e l o n g s  t o  t h e  u n i v e r s e  o f  a t t i t u d e  i t e m s  i f  a n d  
o n l y  i f  i t s  d o m a i n  a s k s  a b o u t  b e h a v i o u r  i n  a
c o g n i t i v e  
i n s t  r u m e n t a l  
a f f e c t i v e
m o d a l i t y  t o w a r d s  a n  o b j e c t ,  a n d  i t s  r a n g e  i s  o r d e r e d  f r o m  
t o w a r d s  t h a t  o b j e c t . "
( G u t t m a n  i n  G r a t c h  1 9 7 3 )
v e r y  p o s i t i v e  
t o  p o s i t i v e  
v e r y  n e g a t i v e
T h e  a c t u a l  f r e e - a s s o c i a t i o n  t e c h n i q u e  c a n  b e  c o n s i d e r e d  a s  
a n  " a t t i t u d i n a l  i t e m "  s i n c e  t h e  r e s p o n d e n t s  w e r e  f r e e l y  
e x p r e s s i n g  t h e i r  i d e a s  a n d  b e l i e f s  a s s o c i a t e d  w i t h  t h e  
d i f f e r e n t  w o r d s .  T h e r e f o r e  t h e r e  i s  t h e  o b j e c t  ( w o r d s )  
t h e  a t t i t u d i n a l  i t e m s  w h i c h  a r e  t h e  r e s p o n s e s  g i v e n  b y  t h e  
l a y m e n ,  a n d  t h e  s a m p l e  i s  c h o s e n  e s p e c i a l l y  s o  t h a t  i t  h a s  
n o t h i n g  t o  d o  w i t h  t h e  o b j e c t s .
B a s e d  o n  t h e  a b o v e  m a p p i n g  s e n t e n c e  a n o t h e r  o n e  w a s  
c r e a t e d  b y  t h e  r e s e a r c h e r  f o r  t h e  p u r p o s e s  o f  t h i s  s t u d y .
M A P P I N G  S E N T E N C E  -  A  C O D E  F O R  T H E  I N T E R P R E T A T I O N  O F  
C O N T E N T  A N A L Y S I S
A s  h a s  b e e n  m e n t i o n e d  a  m a p p i n g  s e n t e n c e  i s  a  c o n c i s e  w a y  
o f  s p e c i f y i n g  t h e  c o m p o n e n t s  o f  a  r e s e a r c h  a r e a  a n d  t h e  
r e l a t i o n s h i p s  b e t w e e n  t h e m .  T h e  t h r e e  p r i n c i p a l  u s e s  o f
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1 )  t h e  p r o v i s i o n  o f  a  p r e c i s e  d e f i n i t i o n  o f  t h e  u n i v e r s e  
o f  o b s e r v a t i o n ,  2 ) a n  a i d  t o  t h e  p e r c e p t i o n  o f  
s y s t e m a t i c  r e l a t i o n s h i p s  a n d  3 )  t h e  p r o v i s i o n  o f  a  w a y  o f  
m o d i f y i n g  a s p e c t s  o f  f a c e t s  o r  t h e i r  i n t e r r e l a t i o n s h i p s .
T h e  m a p p i n g  s e n t e n c e  c o n s i s t s  o f  f a c e t s  w h i c h  d e s c r i b e  
f u l l y  t h e  d o m a i n  o f  i n t e r e s t .  E a c h  f a c e t  i s  a  c o n c e p t u a l  
d i m e n s i o n  o f  t h e  d o m a i n .  T h e  f a c e t s  c o n s i s t s  o f  m u t u a l l y  
e x c l u s i v e  e l e m e n t s  w h i c h  d e s c r i b e  a l l  t h e  p o s s i b l e  
c a t e g o r i e s  o r  v a l u e s  o f  w h i c h  t h e  f a c e t  i s  c o m p o s e d .
I n  t h e  p r e s e n t  s t u d y  a  m a p p i n g  s e n t e n c e  w a s  c r e a t e d  o n  t h e  
b a s i s  o f  t h e  f i r s t  l a w  o f  a t t i t u d e s  f o r  t h e  p u r p o s e  o f  a  
p o s s i b l e  c l a s s i f i c a t i o n  o f  t h e  c o n c e p t s  a n d  i d e a s  u s e d  i n  
t h e  " w o r d  a s s o c i a t i o n s "  b y  t h e  l a y m e n .  I n  o t h e r  w o r d s  
t h i s  m a p p i n g  s e n t e n c e  w a s  c r e a t e d  a s  a  " c o d e "  f o r  t h e  
c o n t e n t  a n a l y s i s  o f  t h e  w o r d s  ( S e e  T a b l e  3 6 )
the mapping sentence according to Levy 1976 are:
A n  a d d i t i o n a l f a c e t o f  t i m e  w a s  a l s o u s e d s i n c e i n  t h e
d o m a i n  o f  o u r i n t e r e s t  w h e r e  d i s e a s e i s  c o n c e r n e d ,  t h e
e l e m e n t  o f  a c u t e  o r c h r o n i c  s e e m s  t o P l a y a n  e s s e n t  i a l
r o l e  i n  t h e  p e r c e p t i o n  o f  t h e  d i f f e r e n t  i l l n e s s e s .
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TABLE 36
M A P P I N G  S E N T E N C E  F O R  T H E  W O R D  A S S O C I A T I O N
T h e  f r e q u e n c y  w i t h  w h i c h  p e r s o n  ( p )  a s s o c i a t e s  t h e  s e t  o f  
m e d i c a l  r e l e v a n t  w o r d s  i n
A B
c h r o n i c n e g a t i v e  ~
b o t h a n d n e u t r a l
a c u t e p o s i t  i v e
d i r e c t i o n s  i n
a f f e c t i v e
i n s t r u m e n t a l
c o g n i t i v e
t e r m s
m  a
h i g h
o r
l o w
f r e q u e n c y  o f  a s s o c i a t i o n ,  w h e r e  ( p )  a r e  t h e
r e s p o n d e n t s  o f  t h e  q u e s t i o n n a i r e .
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A n d  s i n c e  m a n y  o f  t h e  w o r d s  u s e d  i n  t h e  f r e e  a s s o c i a t i o n  
q u e s t i o n n a i r e  w e r e  d i f f e r e n t  i l l n e s s e s  w h i c h  w e r e  a c u t e ,  
c h r o n i c  o r  i n  s o m e  c a s e s  c o u l d  b e  n e i t h e r  o f  t h e m ,  t h e  
f a c e t  o f  t i m e  w a s  c o n s i d e r e d  i n  t h i s  c a s e  a s  q u i t e  
i m p o r t a n t  t o  b e  i n c l u d e d  i n  t h e  m a p p i n g  s e n t e n c e .
B a s e d  o n  t h i s  M . S .  a s  a  c o d i n g  t o o l  f o r  t h e  c l a s s i f i c a t i o n  
o f  t h e  c o n t e n t  o f  e a c h  w o r d ,  i t  w o u l d  b e  p o s s i b l e  t o  
r e v e a l  w h e t h e r  a  c o m m o n  u n d e r l y i n g  s t r u c t u r e  e x i s t e d  i n  
t h e  w a y  p e o p l e  a s s o c i a t e d  t h e  d i f f e r e n t  w o r d s .
T h e r e  w e r e  t w e n t y - s e v e n  c o m b i n a t i o n s  o f  t h e  d i f f e r e n t  
e l e m e n t s  o f  e a c h  f a c e t  ( A ^  x  B ^  x  C ^ )  t h e r e f o r e  t h e r e  w e r e  
t w e n t y  s e v e n  c o d i n g  c a t e g o r i e s  ( s t r u c t u p l e s ) .  T h e n  e a c h  
o f  t h e  r e s p o n s e s  g i v e n  t o  e a c h  w o r d  w a s  c o d e d  i n t o  o n e  o f  
t h e s e  c a t e g o r i e s  s o  t h a t  a  c o m m o n  w a y  o f  c l a s s i f y i n g  t h e  
r e s p o n s e s  w o u l d  b e  p o s s i b l e  ( S e e  A P P E N D I X  4 ) .  S o m e  o f  t h e  
r e s p o n s e s  w e r e  s u f f i c i e n t l y  a m b i g u o u s  a s  t o  b e  i m p o s s i b l e  
t o  c o d e  w i t h  a n  a c c e p t a b l e  d e g r e e  o f  v a l i d i t y ,  f o r  
e x a m p l e  " n o t h i n g " ,  " O h  G o d "  o r  w o r d s  o f  s w e a r i n g .
S M A L L E S T  S P A C E  A N A L Y S I S
S m a l l e s t  S p a c e  A n a l y s i s  g r e w  o u t  o f  a  d i s c o n t e n t  w i t h  t h e  
f a c t o r  a n a l y t i c a l  p r o c e d u r e s  ( e . g .  G u t t m a n ,  1 9 8 4 ) .  I t  i s  
a n  a n a l y s i s  p r i n c i p a l l y  u s e d  t o  a n a l y s e  t h e  s t r u c t u r e  o f  
t h e  d o m a i n  u s e d  a s  h y p o t h e s i s  g e n e r a t i n g  t o  e x a m i n e  t h e  
m e a n i n g  o f  t h e  m e d i c a l l y  r e l e v a n t  w o r d s  a s  r e v e a l e d
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t h r o u g h  t h e  a s s o c i a t i o n .  T h e  f i r s t  s t e p  i n  t h e  p r o c e d u r e  
i s  t h e  c a l c u l a t i o n  o f  a  m a t r i x  o f  a s s o c i a t i o n s  b e t w e e n  a l l  
t h e  i t e m s .  E v e r y  i t e m  i s  c o r r e l a t e d  w i t h  e v e r y  o t h e r  
i t e m .  I n  t h e  p r e s e n t  s t u d y  t h e s e  a r e  t h e  r e s p o n s e s  g i v e n  
t o  e a c h  w o r d  c o d e d  i n t o  t h e  c a t e g o r i e s  f r o m  t h e  m a p p i n g  
s e n t e n c e  ( s t r u c t u p l e s ) .
T h e  p r o g r a m  p l o t s  e a c h  o f  t h e  w o r d s  i n t o  a  C a r t e s i a n  ( n o n -  
d i m e n s i o n a l )  s p a c e .  I t e m s  a r e  p l o t t e d  i n  a c c o r d a n c e  w i t h  
t h e  r a n k  o r d e r  o f  t h e  c o r r e l a t i o n  c o e f f i c i e n t  a n d  n o t  
t h e i r  n u m e r i c a l  v a l u e .  T h e  p r o c e d u r e  i s  t h u s  n o n - m e t r i c .  
T h e  p o i n t s  a r e  p l o t t e d  i n  s u c h  a  w a y  t h a t  t h e  d i s t a n c e
b e t w e e n  t h e  p o i n t s  i s  t h e  i n v e r s e  o f  t h e  c o r r e l a t i o n s
b e t w e e n  t h e  i t e m s ,  t h a t  i s ,  t h e  g r e a t e r  t h e  d i s t a n c e
b e t w e e n  t w o  p o i n t s ,  t h e  l o w e r  t h e i r  c o r r e l a t i o n .
F o r  . t h e  a n a l y s i s  o f  t h e  p r e s e n t  s t u d y ,  i n s t e a d  o f
c o r r e l a t i o n s  " E u c l e d i a n  D i s t a n c e s "  w e r e  u s e d .  T h e  d a t a
w e r e  f r e q u e n c i e s  a n d  e v e n  a  c a s u a l  e x a m i n a t i o n  o f  t h e  d a t a  
m a t r i x  s h o w s  t h a t  t h e  d i s t r i b u t i o n  o n  a n y  v a r i a b l e  i s
h i g h l y  s k e w e d ,  a n d  t h a t  t h e r e  a r e  a l s o  m a n y  z e r o  p o i n t s .
( S e e  A P P E N D I X  5 )  A n y  c o n v e n t i o n a l  p a r a m e t r i c  s t a t i s t i c s  
w o u l d  t h e r e f o r e  g i v e  s p u r i o u s  r e s u l t s .  F o r  p u r p o s e s  o f  
c o m p a r i s o n  o f  t h e  w o r d s ,  i n  a  m o s t  a c c u r a t e  w a y ,  a l l  t h a t  
i s  n e e d e d  t o  b e  k n o w n  i s  w h e t h e r  o r  n o t  t h e  p r o f i l e  o f  a  
f r e q u e n c y  ( f )  i s  d i f f e r e n t  o r  s i m i l a r  t o  a n o t h e r .  T h e  
s i m p l e s t  " s q u a r e  o f  s i m i l a r i t y "  i s  t h e  E u c l e d i a n  d i s t a n c e  
a n d  i t  w a s  u s e d  i n s t e a d  o f  c o r r e l a t i o n .
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r e s e a r c h e r .  A  r e g i o n  i s  a n  a r e a  o f  t h e  s p a c e  w h i c h  
c o n t a i n s  i t e m s  w h i c h  a r e  s i m i l a r  o n  c o n c e p t u a l  c o n t e n t .
I n  a  f a c e t  d e s i g n ,  i t e m s  o f  a  r e g i o n  a r e  e x a m i n e d  t o  t e s t  
t h e  " r e g i o n a l  h y p o t h e s i s "  t h a t  t h e y  s h a r e  t h e  s a m e  e l e m e n t  
o f  a  p a r t i c u l a r  f a c e t .  T h e  o t h e r  r e g i o n s  o f  t h e  s p a c e  
s h o u l d ,  a s s u m i n g  a  v a l i d  f a c e t ,  c o n t a i n  i t e m s  c o m p o s e d  o f  
o t h e r  e l e m e n t s  f r o m  t h a t  f a c e t ,  t e s t i n g  t h e  r e g i o n a l  
i n t e r p r e t a t i o n  d e r i v e d  f r o m  t h e  f a c e t s .
D A T A  M A T R I X
I n  t h i s  d a t a  m a t r i x  t h e  r o w s  w e r e  t h e -  c a t e g o r i e s  d e r i v e d  
f r o m  t h e  m a p p i n g  s e n t e n c e  ( s t r u c t u p l e s ) ( y  =  2 7 )  a n d  t h e  
c o l u m n s  w e r e  t h e  w o r d s  u s e d  i n  t h e  W O R D  A S S O C I A T I O N
Q U E S T I O N N A I R E .  E a c h  o f  t h e  c e l l s  w a s  t h e  f r e q u e n c i e s  o f
e a c h  s t r u c t u p l e  u s e d  f o r  e a c h  w o r d .
S S A  ~  W O R D S  A S S O C I A T I O N
E a c h  o f  t h e  p o i n t s  i n  F i g u r e  6 r e p r e s e n t s  o n e  o f  t h e  w o r d s  
u s e d  i n  t h e  q u e s t i o n n a i r e .  T h e  m o r e  s i m i l a r l y  t h e  w o r d s  
a s s o c i a t e d  t h e  c l o s e r  t h e y  w o u l d  b e  i n  t h e  p l o t .  I n  o t h e r  
w o r d s ,  i f  t w o  w o r d s  h a d  t h e  s a m e  f r e q u e n c i e s  f o r  t h e  s a m e  
c a t e g o r i e s  u s e d  t h e y  w i l l  a p p e a r  c l o s e  t o g e t h e r .  I f  t w o  
w o r d s  w e r e  a s s o c i a t e d  w i t h  d i f f e r e n t  c a t e g o r i e s ,  t h e y  w i l l  
b e  i n  d i f f e r e n t  r e g i o n s  o f  t h e  p l o t .  ( F i g u r e  6 r e v e a l s  
t h e  r e s u l t s )
The SSA plots are partitioned into regions by the
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FIGURE 6
Q U E S T I O N N A I R E
SSA RESULTS CARRIED OUT ON THE WORDS ASSOCIATION
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F i g u r e  6 r e p r e s e n t s  t h e  c o n f i g u r a t i o n  o f  p o i n t s  d e r i v e d  
f r o m  a  s m a 1 1 e s t - s p a c e  a n a l y s i s  ( S S A ) .  T h e  p l o t  c a n  b e  
p a r t i t i o n e d  i n t o  t w o  w a y s .
I n  t h e  f i r s t  p a r t i t i o n i n g  t h e  p e o p l e  w h o  a r e  d e a l i n g  w i t h  
i l l n e s s  a r e  o n  t h e  o n e  r e g i o n  ( e . g .  d o c t o r s ,  n u r s e s ,  
p a t i e n t s )  b e i n g  d i f f e r e n t i a t e d  f r o m  t h e  a c t u a l  i l l n e s s  
w h i c h  l i e  o n  t h e  o t h e r  r e g i o n  o f  t h e  p l o t .
T h e  r e a s o n  w h y  t h e y  w e r e  p a r t i t i o n e d  c a n  b e  e x p l a i n e d  i f  
w e  l o o k  a t  t h e  f r e q u e n c i e s  o f  t h e  c a t e g o r i e s  i n  t h e  d a t a  
m a t r i x .  I t  i s  r e v e a l e d  t h a t  a l l  t h e  w o r d s  w h i c h  w e r e  t h e  
p e o p l e  i n v o l v e d  i n  t h e  m e d i c a l  s p h e r e  h a d  t h e  h i g h e r  
f r e q u e n c i e s  i n  c a t e g o r y  n u m b e r  2 2 ,  s i n c e  m o s t  o f  t h e s e  
r e s p o n s e s  h a d  a n  " i n s t r u m e n t a l "  m e a n i n g .  O n  t h e  o t h e r  
h a n d ,  t h e  p o i n t s  o f  t h e  o t h e r  s i d e  o f  t h e  p a r t i t i o n  h a d  
h i g h - f r e q u e n c i e s  i n  n u m b e r  2 5 ,  w h e r e  t h e  n e u t r a l  a n d  
c o g n i t i v e  e l e m e n t s  w e r e  t h e  p r o t a g o n i s t s .  I t  s e e m s  t h a t  
i n  l a y  m i n d s  w o r d s  l i k e  " d o c t o r s "  a n d  " p a t i e n t s "  a r e  
a s s o c i a t e d  w i t h  a n  i n s t r u m e n t a l  e l e m e n t  p e r h a p s  b e c a u s e  i t  
r e v e a l s  t h e  i d e a  o f  s o m e t h i n g  i n  f u n c t i o n  ( e . g .  a  p e r s o n  
i s  a  p a t i e n t  w h e n  h e  i s  i n  a  h o s p i t a l  n e e d i n g  t h e  h e l p  o f  
t h e  d o c t o r  a n d  t h e  n u r s e ) ;  o n  t h e  o t h e r  h a n d  i l l n e s s  i n  
g e n e r a l  i s  n o t  a  d i r e c t  f u n c t i o n  b u t  c o n t a i n s  a  c o g n i t i v e  
e l e m e n t  a n d  o n e  c a n  p e r c e i v e  c o g n i t i v e l y  a  d i s e a s e  a n d  c a n  
i n f e r  w h a t  c a n  h a p p e n  f o r  e x a m p l e  t o  s o m e o n e  w h o  h a s  i t .  
( F i g u r e  7  s h o w s  t h e  f i r s t  p a r t i t i o n i n g ) .
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FIGURE 7
A S S O C I A T I O N  Q U E S T I O N N A I R E
FIRST PARTITIONING OF THE RESULTS FROM THE SSA ON THE WORDS
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T h e  s e c o n d  p a r t i t i o n i n g  w h i c h  i s  t h e  m o s t  i n t r i g u i n g  o n e  
i s  b e t w e e n  t h e  m o r e  g e n e r a l  i d e a  o f  " i l l n e s s "  a n d  
" t r e a t m e n t "  a n d  t h e  w o r d s  c a n c e r  a n d  c a n c e r - p a t i e n t .  ( S e e  
F i g u r e  8 )
I t  e m e r g e d  f r o m  t h e  r e s u l t s  t h a t  t h e  a c t u a l  w o r d  c a n c e r  
w a s  a s s o c i a t e d  w i t h  q u i t e  d i f f e r e n t  r e s p o n s e s  t h a n  t h e  
r e s t  o f  t h e  w o r d s .  O b v i o u s l y ,  t h i s  p a r t i t i o n i n g  
d i f f e r e n t i a t e s  t o t a l l y  t h e  d i s e a s e  o f  c a n c e r  a n d  t h e  
c a n c e r - p a t i e n t  f r o m  t h e  i d e a  o f  t r e a t m e n t  a n d  f r o m  t h e  
r e s t  o f  t h e  d i s e a s e s .  I t  s e e m s  t h a t  i n  p e o p l e ' s  m i n d s  
c a n c e r  i s  q u i t e  a  d i s t i n c t  i l l n e s s  a n d  i s  n o t  a s s o c i a t e d  
i n  t h e  s a m e  w a y  t h a t  t h e  r e s t  o f  t h e m  a r e .  A  c a n c e r -  
p a t i e n t  i s  q u i t e  a  d i f f e r e n t  p a t i e n t  f r o m  t h e  o t h e r  
p a t i e n t s  s i n c e  h e  c a r r i e s  w i t h  h i m  t h e  " b a d "  w o r d .
I t  w a s  r e v e a l e d  f r o m  t h e  r e s u l t s  t h a t  b o t h  t h e s e  w o r d s  
w e r e  a s s o c i a t e d  w i t h  r e s p o n s e s  o f  c a t e g o r y  n u m b e r  1 6  w h i c h  
w a s  t h e  " n e g a t i v e - c o g n i t i v e - c h r o n i c "  s t r u c t u p l e .  I n  o t h e r  
w o r d s  c a n c e r  a n d  c a n c e r - p a t i e n t ,  w h e n  s e e n  o r  h e a r d  a s  
w o r d s ,  c r e a t e  n e g a t i v e  c o g n i t i v e  a t t i t u d e s  w h i c h  h a v e  
l o n g - t e r m  m e a n i n g .
F i n a l l y  a n o t h e r  p o i n t  w h i c h  i s  w o r t h  m e n t i o n i n g  h e r e  i s  
t h e  f a c t  t h a t  o t h e r  w o r d s  w h i c h  a r e  c a n c e r s  l i k e  " t u m o u r "  
a n d  " m e l a n o m a  o f  t h e  s k i n " ,  w e r e  n o t  t r e a t e d  i n  t h e  s a m e  
w a y  a s  t h e  a c t u a l  w o r d  o f  c a n c e r .  I t  s e e m s  t h a t  t h e  
p u b l i c  i m a g e  t h a t  c a n c e r  h a s  a c q u i r e d  m o r e  a s  a  v a g u e
219
F IG U R E  8
S E C O N D  P A R T I T I O N I N G  O F  T H E  R E S U L T S  F R O M  T H E  S S A  O N  T H E  
W O R D S  A S S O C I A T I O N  Q U E S T I O N N A I R E
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i d e a ,  a s  a  b a d  w o r d  i n  i t s e l f ,  i s  s t i l l  v e r y  p o w e r f u l ,  
e v e n  t h o u g h  i t  s e e m s  t h a t  n o  o n e  k n o w s  e x a c t l y  w h a t  i s  t h e  
b a d  o r  t h e  t h r e a t e n i n g  p o i n t ,  t h e  d i s e a s e  i t s e l f  o r  t h e  
w o r d  a n d  i t s  s o c i a l  s t i g m a .  ( F i g u r e  8 s h o w s  t h e  s e c o n d  
p a r t i t i o n i n g ) .
9 . 5  C O N C L U S I O N S
F r o m  t h e  r e s u l t s  . o f  t h i s  s t u d y  i t  w a s  r e v e a l e d  t h a t  
d i f f e r e n t  w o r d s  c o n c e r n i n g  t h e  m e d i c a l  s p h e r e  a r e  
a s s o c i a t e d  d i f f e r e n t l y  i n  t h e  m i n d s  o f  n o n - e x p e r t s .
O n e  i n t e r e s t i n g  p o i n t  w h i c h  e m e r g e d  w a s  t h e  f a c t  t h a t  t h e  
p e o p l e  w h o  a r e  i n v o l v e d  a r e  d i s t i n c t l y  d i f f e r e n t  f r o m  t h e  
a c t u a l  i l l n e s s e s .  T h e  w o r d s  h o s p i t a l s ,  p a t i e n t ,  d o c t o r s  
a n d  n u r s e s  w e r e  a s s o c i a t e d  i n  d i f f e r e n t  w a y s  f r o m  t h e  
a c t u a l  i l l n e s s e s  ( h e a r t  a t t a c k ,  c i r r h o s i s  o f  t h e  l i v e r  
e t c . )  C h a r a c t e r i s t i c a l l y  t h e  " p a t i e n t "  w a s  i n  s u c h  a  s p o t  
i n  t h e  p l o t  a s  i f  t h e  d o c t o r ,  t h e  n u r s e s  a n d  t h e  a c t u a l  
h o s p i t a l  a r e  p r o t e c t i n g  h i m  f r o m  t h e  d i s e a s e s .
T h e  m o s t  i m p o r t a n t  r e s u l t  t h o u g h  w a s  t h e  p l a c e  t h a t  t h e  
w o r d s  c a n c e r  a n d  c a n c e r - p a t i e n t  w e r e  f o u n d .  F i r s t  o f  a l l ,  
c a n c e r  w a s  n o t  p l a c e d  n e a r  t h e  r e s t  o f  t h e  d i s e a s e s  a t  
a l l ,  a s  i f  i t  h a s  s o m e  u n i q u e  q u a l i t i e s  a s  a  d i s e a s e  w h i c h  
d i f f e r e n t i a t e s  i t  f r o m  t h e  r e s t .  S e c o n d l y ,  a l t h o u g h  
a n o t h e r  t w o  w o r d s  w h i c h  a r e  c a n c e r s  w e r e  i n c l u d e d ,  
" m e l a n o m a  o f  t h e  s k i n "  a n d  " t u m o u r " ,  t h e  a c t u a l  w o r d
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seemed to have power and quality which were different.
A s  B u r n s  ( 1 9 8 2 )  i n d i c a t e s  " c a n c e r  i s  a  w o r d  t h a t  e l i c i t s  
a n  i m m e d i a t e  r e s p o n s e ,  a  r e s p o n s e  t h a t  s e e m s  t o  h a v e  n o  
r e l a t i o n s h i p  t o  r a t i o n a l  t h i n k i n g ,  o r  d e p t h  o f  
k n o w l e d g e . . . . "
" . . . . t h e  f e e l i n g s  a n d  m e n t a l  i m a g e s  a r o u s e d  b y  t h e  w o r d  
c a n c e r  m a k e  u p  a  c o m p l e x  o f  i d e a s  t h a t  a r e  t i e d  t o g e t h e r  
t o  f o r m  u p  a  c o n c e p t  o f  w h a t  c a n c e r  m e a n s .  A n d  a n  
a s s o c i a t i o n  o f  c a n c e r  w i t h :  d e a t h ,  f e e l i n g s  o f
h o p e l e s s n e s s  a n d  h e l p l e s s n e s s  a n d  u n c e r t a i n  f u t u r e . . . . "  
( P .  3 ) .
A l l  t h e s e  a r e  a s s o c i a t e d  w i t h  t h e  w o r d  c a n c e r ,  b u t  w h a t  
s h o u l d  b e  a l s o  t a k e n  i n t o  c o n s i d e r a t i o n  i s  t h a t  a  p e r s o n  
w h o  h a s  c a n c e r  i s  n o t  a  p a t i e n t  l i k e  t h e  r e s t  o f  t h e m ;  h e  
i s  a  " c a n c e r - p a t i e n t "  w h i c h  m a k e s  h i m  s o m e t h i n g  t o t a l l y  
d i f f e r e n t .
I n  t h e  p r e s e n t  s t u d y  a  p a t i e n t  w i t h  c a n c e r  i s  p l a c e d  n e a r  
t h e  i l l n e s s  o f  c a n c e r  f a r  a n d  a w a y  f r o m  t h e  r e s t  o f  t h e  
i l l n e s s e s  a n d  f r o m  t h e  p e o p l e  w h o  t a k e  c a r e  o f  p a t i e n t s  
a n d  i l l n e s s e s .  " M a n y  p e o p l e  f e e l  t h a t  t h e s e  p a t i e n t s  
s h o u l d  n o t  t a k e  u p  t h e  v a l u a b l e  t i m e  o f  h e a l t h  c a r e  g i v e r s  
o r  h a v i n g  a n y  t r e a t m e n t  t h e y  n e e d . . . "  ( B u r n s  1 9 8 2  p .  4 ) .
T h i s  s e e m s  t o  b e  t h e  c a s e  i n  t h i s  s t u d y .  C a n c e r - p a t i e n t s
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l y i n g  n e x t  t o  t h e i r  i l l n e s s  a r e  t h o u g h t  t o  b e  d o o m e d  a n d  
a w a y  f r o m  t h e  t r e a t m e n t  a n d  c a r e  a s  i f  t h e r e  i s  n o t h i n g  
c o m m o n  b e t w e e n  t h e m  a n d  o t h e r  p a t i e n t s .
I n  c o n c l u s i o n ,  i t  s e e m s  t h a t  t h e  s o c i a l  s t i g m a  o f  c a n c e r  
i s  s t i l l  v e r y  p o w e r f u l  a n d  d i r e c t i v e  i n  t h e  p e r c e p t i o n  o f  
l a y m e n ;  a n d  t h i s  i s  p a s s e d  o n  t o  t h e  p a t i e n t s  w h o  s u f f e r  
f r o m  c a n c e r  a n d  w i l l  r e m a i n  w i t h  t h e m  p e r h a p s  t h r o u g h o u t  
t h e i r  l i v e s .
T h e  c a n c e r  p a t i e n t  a n d  h i s  s t a t u s  i n  s o c i e t y  i s  a  v e r y  
i n t e r e s t i n g  a n d  e s s e n t i a l  s u b j e c t  o f  i n v e s t i g a t i o n ,  b o t h  
f o r  t h e  p a t i e n t ' s  c a s e  f r o m  t h e  f o c u s  o f  t h e  
p r o f e s s i o n a l s ,  a n d  f o r  t h e  p a t i e n t  p e r  s e  d u r i n g  t h e  
p e r i o d  o f  h i s  i l l n e s s  a n d  m o s t  p r o b a b l y  a f t e r  t h a t  t o o .  
T h e  n e x t  c h a p t e r  d e a l s  w i t h  t h i s  s u b j e c t  i n  a  g r e a t  
d e t a i l .
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CHAPTER 10
C A N C E R  P A T I E N T
C a n c e r  a n d  d e a t h  a r e  i r r e v o c a b l y  l i n k e d  i n  t h e  m i n d s  o f  
l a y  a n d  p r o f e s s i o n a l  p e r s o n s  a l i k e  ( S e e  s t u d i e s  i n
p r e v i o u s  c h a p t e r s ) .  T h e  w o r d  " c a n c e r "  e v o k e s  a  g r a v e y a r d
s h u d d e r ,  a n d  t u r n i n g  o f  t h e  h e a d ,  a n  i n d r a w n  b r e a t h .  A s
K l e i m a n ,  M a n t e l l  e t  a l  ( 1 9 7 7 )  i n d i c a t e  " C a n c e r  p a t i e n t s
o f t e n  i n t e r n a l i s e  t h i s  r e s p o n s e  a n d  m a y  b e  s o c i a l i s e d  i n t o  
t h e  d y i n g  r o l e  m o n t h s  o r  e v e n  y e a r s  b e f o r e  c l i n i c a l  d e a t h  
i s  i m m i n e n t . "  ( p .  1 1 5 )
K l e i m a n  a l s o  r e p o r t s  K a l i s h ' s  d e s c r i p t i o n  o f  s o c i a l  d e a t h ,  
a s  t h e  p r o c e s s  b y  w h i c h  p e r s o n s  a r e  t r e a t e d  a s  t h o u g h  t h e y  
w e r e  a l r e a d y  d e a d  b y  f r i e n d s ,  r e l a t i v e s  a n d  h o s p i t a l  
p e r s o n n e l .  P a t i e n t s  v i  h o  a r e  p s y c h o l o g i c a l l y  d y i n g ,  
t y p i c a l l y  w i t h d r a w  f r o m  i n t e r p e r s o n a l  r e l a t i o n s h i p s  a n d  
b e c o m e  l e t h a r g i c  a n d  n o n - c o m m u n i c a t i v e . T h e y  m a y  r e s i s t  
t r e a t m e n t  e i t h e r  p a s s i v e l y  o r  a c t i v e l y  a n d  g i v e  e v e r y  
a p p e a r a n c e  o f  " w a i t i n g  t o  d i e " .
A s  t h e r e  i s  g r e a t  u n c e r t a i n t y  a m o n g  t h e  m e d i c a l  s t a f f  i n  
t e r m s  o f  h o w  m u c h  a n d  w h e n  o n e  c a n  c o m m u n i c a t e  a b o u t  
c a n c e r  ( a s  C l a g s b u r n  1 9 7 1 ,  B r e w i n  1 9 7 7  e t  a l  i n d i c a t e ) ,  
s p e c i a l i s t s  t e n d  t o  c h o o s e  n o t  t o  d i s c l o s e  a n y  i n f o r m a t i o n  
a t  a l l  t o  t h e  c a n c e r  p a t i e n t .  O b v i o u s l y  t h i s  a t t i t u d e  m a y  
a f f e c t  t h e  q u a l i t y  o f  p a t i e n t  c a r e .  I n  t h i s  c o n f u s i o n ,
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n u r s e s  a r e  t h e  f i r s t  t o  b e g i n  d i s t a n c i n g  t h e m s e l v e s  f r o m  
t h e  p a t i e n t  b y  e l i m i n a t i n g  p h y s i c a l  c o n t a c t  o r  a v o i d i n g  
e n t r y  i n t o  t h e  p a t i e n t ' s  r o o m .  T h i s  w a y  o f  f u n c t i o n i n g  
h e l p s  m e d i c a l  s t a f f  t o  f u l f i l  t w o  b a s i c  n e e d s  o f  t h e i r  
p r o f e s s i o n :  a v o i d  e m o t i o n a l  d i s t r e s s  a n d  m a i n t a i n
c o m p o s u r e  a t  a l l  t i m e s  ( W e i s m a n  1 9 7 2 ,  K l e i m a n  1 9 7 7 ) .  
H o w e v e r  p a t i e n t s  m a y  o f t e n  p e r c e i v e  s u c h  b e h a v i o u r  a s  f e a r  
a n d  r e j e c t i o n  a n d  b e c o m e  m o r e  u p s e t .  A s  a  p a t i e n t
d e s c r i b e s :  " ...........................  p h y s i c i a n ' s  a v o i d a n c e  o f  v e r b a l
c o m m u n i c a t i o n  a f t e r  h e  f i r s t  p a l p a t e d  a  l u m p  i n  h e r  b r e a s t  
a n d  h i s  s i l e n t  g l a n c e s  t o  h i s  n u r s e ,  m a d e  h e r  a f r a i d  t o  
a s k  a n y t h i n g  a b o u t  h e r  c o n d i t i o n  a n d  l e d  h e r  t o  i n t e n s e  
f e e l i n g s  o f  a n x i e t y  a n d  i s o l a t i o n  . . . "  ( K l e i m a n  1 9 7 7 ,  p .  
1 1 6 ) .
W h e n  a  p r o f e s s i o n a l ' s  f e a r  o r  p e s s i m i s m  i s  m a d e  o b v i o u s  
i n  t h i s  m a n n e r ,  i t  r e s u l t s  i n  a n x i e t y  o n  t h e  p a r t  o f  t h e  
p a t i e n t  s i n c e  h e  o r  s h e  i s  d e p r i v e d  o f  c r u c i a l  a n d  
p o s s i b l y  r e l i e v i n g  c o m m u n i c a t i o n  w h e n  i t  i s  m o s t  n e e d e d .
1 0 * 1  C A N C E R  A S  A  L I F E  C R I S I S
F o r  m o s t  p a t i e n t s  t h e  o n s e t  o f  a  m a l i g n a n t  t u m o u r  d i s e a s e  
m e a n s  a n  o v e r w h e l m i n g  c r i s i s .  ( V a u h k o n e n  1 9 7 9 ) .  C a n c e r  
i s  e x p e r i e n c e d  n o t  o n l y  a s  a  t h r e a t  t o  p h y s i c a l  h e a l t h  o r  
a s  t h r e a t e n i n g  d e a t h ,  b u t  i n  e q u a l  m e a s u r e  a s  p s y c h i c  
s t r e s s  t h r e a t e n i n g  o r  e v e n  b r e a k i n g  d o w n  t h e  i n d i v i d u a l  
a d a p t i v e  m e c h a n i s m s .
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F o r  t h e  p a t i e n t  c a n c e r  m a y  r e s u l t  i n  a  c h a n g e  o f  n o r m a l  
l i f e  c o n d i t i o n s  e i t h e r  r e s t r i c t i n g  t h e m  o r  s o m e t i m e s  e v e n  
a b o l i s h i n g  t h e m  a l o n g  w i t h  a n  a d d e d  f e a r  o f  b e i n g  
s o c i a l l y  u n a c c e p t a b l e .  T o g e t h e r  w i t h  t h e  f e a r  o f  b e i n g  
i s o l a t e d  f r o m  n o r m a l  l i f e ,  t h i s  i s  t h e  c a u s e  o f  g r e a t e r  
a n x i e t y  t h a n  t h e  f e a r  o f  t h e  d i s e a s e  o r  d e a t h  i n  
t h e m s e l v e s  a r e  t o  t h e  p a t i e n t .  " T h e  c r i s e s  c a u s e d  b y  
c a n c e r  a r e  n o t  r e s t r i c t e d  t o  t h e  i n i t i a l  s t a g e  o f  t h e  
d i s c o v e r y  o f  t h e  d i s e a s e  a l o n e ,  f o r  i t s  c h r o n i c  n a t u r e  a n d  
o f t e n  p r o g r e s s i v e  d e v e l o p m e n t  t e n d  t o  c r e a t e  n e w  c r i t i c a l  
p e r i o d s  i n  r e p e t i t i o n ,  f o r  e x a m p l e  a  t u m o u r  m a y  r e l a p s e  
a n d  m e t a s t a s i s  m a y  b e  d i s c o v e r e d  a n d  t h e  p a t i e n t  m a y  b e  
r e a d m i t t e d  t o  h o s p i t a l  f o r  e x t r a  t r e a t m e n t  o r  n e w  
s u r g e r y " .  ( V a u h k o n e n  1 9 7 9  p .  1 4 8 )
T h e r e f o r e  t h e  c h r o n i c  n a t u r e  o f  c a n c e r o u s  i l l n e s s e s  b r i n g s  
o n  a  c r i s i s  n o t  o n l y  t o  t h e  p a t i e n t  h i m s e l f ,  b u t  t o  h i s  
f a m i l y  a s  w e l l  m a k i n g  i t  n o t  o n l y  a n  i n d i v i d u a l  b u t  a  
s o c i a l  d i s a s t e r  t o o .
T h e  w a y  i n  w h i c h  p e o p l e  w i l l  c o p e  w i t h  s u c h  a  s i t u a t i o n ,  
d e p e n d s  o n  a  c o m p l e x  n e t w o r k  o f  f a c t o r s  w h i c h  p e r t a i n  t o  
t h e  i n t e r a c t i n g  d y n a m i c  i n t e r r e l a t i o n  o f  p s y c h i c  a n d  
s o c i a l  f a c t o r s .
" T h e  f e a r  r a i s e d  b y  c a n c e r  o r  i t s  p r o b a b l e  o n s e t  i s  h i g h l y  
r e f l e c t i v e  o f  t h e  a t t i t u d e s  p r e v a l e n t  i n  t h e  s o c i e t y .  I t
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s e e m s  e x t r e m e l y  d i f f i c u l t  f o r  g e n e r a l  o p i n i o n  t o  a c c e p t  
a n d  i n t e g r a t e  t h e  i d e a  o f  c u r e  i n  c o n n e c t i o n  w i t h  a  
d i s e a s e  l i k e  c a n c e r  a n d  t h e  c h a n c e s  o f  i n t e r v e n i n g  i n  i t s  
p r o g r e s s  b y  m e a n s  o f  t r e a t m e n t  a r e  o f t e n  c o n s i d e r e d  s l i g h t  
o r  e v e n  n o n  e x i s t e n t "  V a u h k o n e n  1 9 7 9 ,  p .  1 4 9 .  I t  i s  a g a i n  
w o r t h  m e n t i o n i n g  t h a t  i n  g e n e r a l  c a n c e r  i s  t h e  s o u r c e  o f  
m u c h  m o r e  a n x i e t y  t h a n  a n y  o t h e r  s e r i o u s  a n d  o f t e n  f a t a l  
i l l n e s s  l i k e  m u l t i p l e  s c l e r o s i s  f o r  e x a m p l e .  T h e r e f o r e  
t h e  p a t i e n t  w h o  s u f f e r s  f r o m  c a n c e r ,  s u f f e r s  a l s o  f r o m  t h e  
m y t h  o f  t h e  " w o r s t "  a n d  p e r h a p s  f r o m  t h e  s o c i a l  d i s t a n c e  
t h a t  h e  m a y  b e  o b l i g e d  t o  e x p e r i e n c e .  ( V a u h k o n e n  1 9 7 9 ,  p .  
1 4 9 ) .
C o n s e q u e n t l y  t h e  c r i s i s  t h a t  a  c a n c e r  p a t i e n t  p a s s e s  
t h r o u g h ,  i s  n o t  t h e  c r i s i s  t h a t  o n e  m a y  p a s s  d u e  t o  a  
s i m p l e  d i s e a s e  i n c i d e n t .  I t  i s  r e a l l y  t h e  c r i s i s  w h i c h  
w i l l  h a v e  a n  i m p a c t  o n  a l l  t h e  a r e a s  o f  l i f e  f u n c t i o n i n g .  
A l t h o u g h  m a n y  c l i n i c i a n s  s t r e s s  t h a t  a l l  l i f e  a r e a s  a r e  
a f f e c t e d  ( B r o n n e r  e t  a l  1 9 7 1 ,  B a r c k l e y  1 9 6 7 ,  W i s e  1 9 7 8 )  
s o m e  e m p i r i c a l  s t u d i e s  e x i s t  w h i c h  d o c u m e n t  t h e s e  
i m p r e s s i o n s .
M u c h  h a s  b e e n  w r i t t e n  i n  t h e  p o p u l a r  p r e s s  ( B e c k e r  1 9 7 5 )  
a b o u t  t h e  p r e j u d i c e s  t h a t  e x i s t  t o w a r d s  c a n c e r  p a t i e n t s  
w h e n  t h e y  a p p l y  f o r  n e w  j o b  p o s i t i o n s  o r  w h e n  t h e y  r e t u r n  
t o  w o r k .  F e l d m a n  ( 1 9 7 8 )  r e p o r t s  t h a t  f r o m  h i s  
i n v e s t i g a t i o n  1 3 %  o f  t h e  p a t i e n t s  h e  i n t e r v i e w e d  w e r e  
d e n i e d  w o r k  b e c a u s e  o f  t h e i r  c a n c e r  h i s t o r y ?  3 5 %  p e r c e i v e d
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j o b - r e l a t e d  d i s c r i m i n a t i o n ;  a n d  1 1 %  w e r e  e x c l u d e d  f r o m  
g r o u p  h e a l t h  b e n e f i t s ,  o r  h a d  t h e i r  p r e v i o u s  b e n e f i t s  
r e d u c e d .  U n d o u b t e d l y  t h e  s t i g m a  s e e m s  t o  b e  p r e s e n t  i n  
t h e  a r e a  o f  v o c a t i o n  f o r  t h e  c a n c e r  p a t i e n t s .  T h e  i s s u e  
t h o u g h  e m e r g e s  t o  b e  o n e  o f  a  n i g h t m a r e  f o r  p a t i e n t s  w h o  
w e r e  u n l u c k y  e n o u g h  t o  h a v e  s u c h  a  d i s e a s e .  O n e  c o u l d  
t h e r e f o r e  a s k  t h e  q u e s t i o n  o f  h o w  a n d  f r o m  w h i c h  r e s o u r c e s  
t h i s  p a t i e n t  w i l l  a c q u i r e  t h e  c o u r a g e  t o  f i g h t  t h e  
d i s e a s e .  F r o m  w h e r e  i s  h e  g o i n g  t o  t a k e  e n e r g y  a n d  p o w e r  
t o  c o n f r o n t  h i s  o r  h e r  " e n e m y "  a n d  m a n a g e  t o  c o n q u e r  t h e  
d i s e a s e .
A n  a r e a  t h a t  a p p e a r s  t o  b e  l a r g e l y  n e g l e c t e d  i n  t h e  
l i t e r a t u r e  i n v o l v e s  t h e  i m p a c t  o f  c a n c e r  o n  t h e  f a m i l y  o f  
t h e  p a t i e n t .  S o m e  d e s c r i p t i v e  s t u d i e s  h a v e  a d d r e s s e d  t h e  
i s s u e  o f  f a m i l y  r e a c t i o n s  t o  t h e  t e r m i n a l l y  i l l  a d u l t  
c a n c e r  p a t i e n t .  ( F e l l n e r  1 9 7 3 ,  W o r b y  e t  a l  1 9 7 4 )
M e y r o w i t z  i n  h i s  b o o k  " D y i n g :  D r o m e g n o n  v e r s u s  D r a m a "  
i n d i c a t e s  t h a t  t h e  f a m i l y  m e m b e r s  o f  a  c a n c e r  p a t i e n t  
e x p e r i e n c e  h o s t i l i t y  a n d / o r  g u i l t  f o r  h a v i n g  b e e n  s p a r e d  
t h e  d i s e a s e  ( M e y r o w i t z  1 9 7 4 )  T h e  t i t l e  o f  h i s  b o o k  i s  
b a s e d  o n  t w o  G r e e k  w o r d s  " d r o m e g n o n "  w h i c h  m e a n s  " b e i n g  i n  
a c t i o n "  a n d  " d r a m a " .  T h e  a c t u a l  i d e a  i s  t h a t  t h e  f a m i l i e s  
o f  c a n c e r  p a t i e n t s  p a s s  t h r o u g h  d i f f e r e n t  s t a g e s  b e f o r e  
t h e y  a r e  a b l e  t o  a d m i t  t h e  s i t u a t i o n  a n d  a d j u s t  t o  t h e  
a c t u a l  e x i s t e n c e  o f  t h e  d i s e a s e .
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Giacquinta (1977) proposes a four stages model of family 
functioning following the diagnosis of cancer: living with 
cancer, the living dying interval, b e r e a v e m e n t  and r e ­
establishment. Research studies by Weisman and Hackett 
(1961) indicate that family members tend to withdraw more 
from chronically ill than acutely ill terminal patients. 
Sheldon, Ryser and Krant (1970) e x a m i n e d  the family 
socioemotional m a n a g e m e n t  of cancer patients (n=37). 
Descriptive findings of this study revealed that of the 
sixteen patients and families who were consciously dealing 
with the diagnosis of cancer 75% were "poorly managing" 
the disease, according to examiner judgement.
The question aroused here was if the psychological impact 
of cancer changes over time? According to Francis (1969) 
the emotional reactions of persons who have cancer evolve 
through the following stages: denial, anxiety, regression, 
depression and finally realistic adaptation. The impact 
of cancer was examined from the vantage point of life span 
d e v e l o p m e n t  by M a g e s  a n d  M e n d e l s o n  (1979). T h e s e  
investigators noted that for young adults, the experience 
of c a n c e r  t e n d e d  to i m p e d e  the d e v e l o p m e n t  of s e l f -  
sufficiency and resulted in delay and disruption in the 
establishment of adult roles. For mid-life adults, the 
occurrence of cancer t h r e a t e n e d  to d i s rupt roles and 
important life tasks w h ich have yet to be carried out. 
For older adults, cancer led to an a c c e l e r a t i o n  of the 
ageing process and resulted in more rapid disengagement
229
from work, social and leisure a c t i v i t i e s  and a greater 
dependency on others.
10.2 EMOTIONAL REACTION TO CANCER
V a u h k o n e n  (1979) a r g u e s  t h a t  " O n c e  c a n c e r  has b e e n  
diagnosed, patients are more likely than others to develop 
psychosocial problems. In principle, the reaction to a 
disease like cancer is much the same as the reaction to 
any sudden and difficult event. The grief reaction is the 
prototype of all crisis reactions. It is modified mainly 
by the suddenness of the experienced stress, by the nature 
of the preparation to meet it, and the significance o£ the 
loss - either real, t h r e a t e n i n g  or imagined -- of the 
object." (p.151). He divides this reaction into three 
separate stages, the first the s o - c a l l e d  initial shock 
stage is accompanied by feelings of fear and depression.
A patient enters into an initial shock stage when the 
diagnosis is disclosed to him or her. The initial- shock 
stage is follo w e d  by a s t age of p r e - a d a p t a t i o n  during 
which the patient gradually becomes aware of the reality 
of his/her illness. The patient is filled with a complex 
set of feelings varying from grief, depression, guilt and 
shame to feelings of h e l p l e s s n e s s  and hopelessness. 
Finally the last stage is a long peri o d  of "recovery" 
during which mourning is worked through and the psychic 
trauma resulting from the disease is overcome and mental 
balance is regained.
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However it is rather difficult to define the way in which 
a patient should react emotionally in a "proper manner" so 
as to go through the initial shock stage of Vauhkonen more 
smoothly.
In an attempt to c l a r i f y  the p r o b l e m s  of definition, 
certain concepts have been utilised which are derived from 
the biological approach of Cannon as reported in Senesku 
1963 p. 814. Cann o n  d e s c r i b e d  the e m e r g e n c y  responses, 
fear and rage, as having the self-preservative biological 
function of preparing the organism for fight and flight. 
In these terms, emotional disorder can be defined simply 
as the failure of the e m e r g e n c y  responses p a r t i c u l a r l y  
pain, fear and rage, to p e r f o r m  their b i o l o g i c a l  and 
adaptive function, namely to protect the organism and to 
ensure its safety. "When the emergency responses do not 
perform their function, they may, by their inhibiting or 
d i s o r g a n i s i n g  effect, produce or moti v a t e  an infinite 
variety of behavioural patterns which have the essential 
common feature of being d a m a g i n g  to the individual" 
{Senesku 1963 p. 814).
In order to treat properly the emotional complications of 
p atients with cancer even e x t e n s i v e  knowl e d g e  is not 
enough. Although it might be wished otherwise "emotional 
d i s o r d e r s "  c a n n o t  be d e f i n e d  in any w a y  that m a k e s  
biological sense apart from the everyday disturbances of
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living, both s u b j e c t i v e  and objective, w h ich are the 
earliest m a n i f e s t a t i o n s  of e m otional difficulty. The 
physicians skilled, in the so called art of medicine, and 
particularly those who work extensively and successfully 
with patients with chronic disease are well aware of this 
basic fact. "To treat that entity known as the "whole
patient" effectively it is essential that the physicians
understand and be willing to become actively involved in 
the inhibitions and disturbances of the social, economic 
and vocational, familiar and pleasurable activities of his 
patients" (Senesku .1963 p. 816). I n h i b i t i o n  of these
activities are an integral part of emotional difficulty 
both in its early and later stages.
Even though the part played by psychosocial factors in the
c o u r s e  of the o u t c o m e  of the i l l n e s s  is not e a s i l y  
investigated, there are alre a d y  s u f f i c i e n t  numbers of 
study reports a v a i l a b l e  to indicate that, for instance 
long lasting and severe psychic stress situations have a 
negative effect on the progress of the disease. Stavraki. 
(1968) conducted a study on 204 patients at the time of 
their first contact with the clinic, relating their 
subsequent duration of life to the initial MMPI scores. 
He found general abnormalities of the MMPI scores, but the 
g r o u p  w i t h  t h e  m o s t  f a v o u r a b l e  p r o g n o s i s  w e r e  
significantly characterised from the outset by having been 
evaluated on projective tests as displaying strong hostile 
drives without loss of emotional control under stress. He
232
emphasises the possible role of the "giving up" reaction 
in the c o u r s e  of c a n c e r  a n d  as a p o s s i b l e  f a c t o r  in 
general morbidity and mortality.
Smithers (1969) has r e p e a t e d l y  drawn a t t e n t i o n  to the 
variable process of maturation in human tumours, probably 
in relation to t u m o u r - h o s t  relationship. Boyd (1966) 
talking on the spontaneous regression of cancer refers to 
the concept of latency and wide variability of the course 
of the disease.
As it has been mentioned in a previous chapter stress can 
affect immune resistance of the individual and therefore 
can influence d i r e c t l y  the course and o u t come of the 
disease. The way somebody reacts can be crucial for his 
survival or his death.
1 0 •3 COPING WITH THE STRESSES OF ILLNESS
"When a person is incapacitated by a serious acute illness 
and has to e n t e r  a h o s p i t a l  he is not o n l y  s e v e r e l y  
d e b i l i t a t e d  by p h y s i o l o g i c a l  imbalance, but his whole 
p s y c h o l o g i c a l  a d j u s t m e n t  is in severe turmoil. He is 
faced with the sudden termination of his customary life­
style, which has abruptly passed out of his control. He 
s u f f e r s  p a i n ,  s t r a n g e  s y m p t o m s ,  and a f r i g h t e n i n g  
d i s r u p t i o n  of p h y s i o l o g i c a l  processes that were once 
either automatic or taken for granted. He is afraid of
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getting worse or, even of death and dying. He must leave 
his immediate future up to the "experts" most of whom he 
h a s  n e v e r  m e t  b e f o r e .  He is c o n c e r n e d  a b o u t  t h e  
disruption in his family, friend and work circles and its 
consequences, and he w o r r i e s  about his c a p a c i t y  to re­
enter these circles. He faces an u n c e r t a i n  future in 
which resumption of normal activity is questionable for 
him. He is c o n c e r n e d  about whether he can make major 
changes to a c c o m m o d a t e  any physi c a l  residues of his 
illness. Finally he questions the reasons why he became 
ill and what he can do to prevent a r e c u rrence" (Gruen 
1975 as reported in Cohen and Lazarus 1979, p. 217).
Being ill not only threatens one's life and physical well 
being but also one's self concept, belief systems, social 
and occu p a t i o n a l  f u n c tioning, values, commi t m e n t s ,  and 
emotional equilibrium.
"Most health p r o f e s s i o n a l s  focus on efforts to reduce 
threats to life and b o d i l y  comfort. However, stresses 
that interfere with one's s e lf-concept, future plans, 
emotional equilibrium, or social roles must also be dealt 
with by the patient and may have a negative impact on the 
c o u r s e  of t h e  i l l n e s s  a n d  on m o r a l e  a n d  s o c i a l  
functioning." (Cohen and Lazarus 1979 p. 229)
Cancer, like all chronic illness, evolves over an extended 
p e r i o d  of time? it has no c l e a r  o n s e t ,  or e a s i l y
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p r e d i c t e d  c o u r s e .  T h u s  a p e r s o n  w i t h  c a n c e r  is not 
confronted with a single stressful event, but rather with 
a continuing condition with a series of threats of varying 
i n t e n s i t y  a n d  d u r a t i o n .  E v e n  in t h e  a b s e n c e  of 
recurrence, patients must deal with prolonged uncertainty 
about the p r o g r e s s  of the disease and often with the 
painful residues of t r e a t m e n t  as well. M a g u i r e  (1984) 
indicates "A major hurdle that most cancer patients face 
is how to adapt to the terrible uncertainty about their 
future. Will they be lucky and survive, or will the 
cancer recur and cause suffering and death? This threat 
of loss coupled with u n c e r t a i n t y  is c h a r a c t e r i s t i c  of 
those stressful life events which are thought to provoke 
depressive illness" {p. 480)
Several studies have suggested that those patients who are 
d e pressed take longer to recover from illnesses or are 
more likely to die from serious illness. Giving up has 
also been related to the recovery outcomes. (Cohen and 
Lazarus 1979 p. 238) The research shows fairly consistent 
negative effects of depression on recovery outcomes.
According to Freindenbergs (1982) "the question of whether 
cancer patients in general are more depressed or anxious 
than other groups, e.g. other surgery patients, psychotic 
patients or h e a l t h y  groups, has also been a d d r e s s e d  by 
researchers. Results of these studies are unclear in that 
cancer p atients have been found depending, upon the
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particular study, to have either lower, e q u i v a l e n t  or 
higher negat i v e  affect scores than the groups to which 
they were compared." p. 305
The oppos ite of d e p r e s s  ion, taking an active involved 
role, has been linked with faster recov e r y  of disease. 
Ironically enough, people talk and advise about fighting 
the disease, be an active participant during the course of 
treatments, be optimistic about the future, and in general 
scientists in the field of psychology talk about positive 
thinking and how this will help to overcome the difficult 
phases of the illness and live happily ever after. But 
how will even an ex-cancer patient live happily ever after 
if he is thrown out of his job? How is he going to think 
p o s i t i v e l y  about the future when his close family is 
passing a major social crisis and consider him finished, 
and everything in his close environment revolves around 
"the" illness?
Depression and anxiety are the worst enemies that a cancer 
patient can have during the course of his disease, yet it 
is evident as it has been discussed above, that all the 
parameters constituting the social milieu of the patient 
hardly allow him to avoid feelings of hopelessness and, 
helpless reaction.
The Simonton (1975) believe that psychological factors are 
central in the development of cancer and therefore can be
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i nstrumental in a f f e c t i n g  the course of the disease. 
Their intervention attempts to change the belief system of 
t h e  p a t i e n t  a n d  to i n v o l v e  h i m  in r e l a x a t i o n  a n d  
visualisation exercises. Patients are taught to accept 
personal responsibility for the development and control of 
their disease, and are instructed in ways to p r o d u c e  
visual images of their cancer, treatment, and their white 
body cells. In their visualisation patients are told to 
e m phasise the s t r e n g t h  of radiation rays and bodily 
i m m u n o l o g i c a l  f o r c e s ,  b e a r i n g  d o w n  on i n c r e a s i n g l y  
w e a k e n i n g  and s h r i n k i n g  cancer cells. It is suggested 
that this p o s i t i v e  a t t i t u d e  towards c o n q u e r i n g  cancer 
results in increasing survival.
In other words fighting, instead of giving up functioning, 
by the patient seems to play a very positive role during 
the course of the disease.
C o n s i d e r i n g  cancer patie n t s  Cohen and L a z arus indicate 
t h a t  " P a t t e r n s  of a d a p t a t i o n  e m e r g e  f r o m  a h o s t  of 
individual decisions, automatic reactions and unconscious 
p e r c e p t i o n s  and aims. To adopt the common appr o a c h  of 
trying to reduce these patterns to a collection of "coping 
m e c h a n i s m s "  s e e m s  t o  u s  a d i s t o r t i o n  t h r o u g h  
simplification of a very complex process. We do not mean 
to deny the potential utility of the concept "coping" but 
if t h a t  c o n c e p t  is to be m o r e  t h a n  a p s y c h o l o g i s t ' s  
abstraction, modes of coping must be v i ewed in their
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proper contexts,. These contexts include the realities of 
the illness, the person who is acting and reacting, and 
the interpersonal situation 51 p . 266
A m e a n i n g f u l  analy s i s  of the p r o c e s s e s  of coping with 
cancer requires a detailing of -how particular problems are 
managed and of how a patient adapts to the realities of 
the disease. Efforts at copi n g  do not take place in a 
vacuum; they are always d i r e c t e d  toward a part i c u l a r  
p r o b l e m  or c i r c u m s t a n c e .  In the case of cancer those 
problems are largely reality based and the realities of 
the illness are often decisive in determining which inodes 
of r e s p o n s e  a r e  p o s s i b l e .  F o r  e x a m p l e  w h i l e  an 
asymptomatic patient with a non-essential internal organ 
removed may manage to "forget” the cancer experience most 
of the time, this strategy cannot easily be employed by a 
patient who is constantly reminded of the cancer, by being 
under regular treatment of chemotherapy.
Efforts to cope with c a ncer must also be viewed in the 
c o n t e x t  of e a c h  p a t i e n t ' s  p e r s o n a l  b a c k g r o u n d  and 
e x p e r i e n c e s .  T h u s  the g e n e r a l  i s s u e s  r a i s e d  by the 
realities of cancer may be shared by all patients but the 
idiosyncratic interpretation of these realities remains a 
critical determinant of a patient's immediate reactions 
a n d  l o n g  t e r m  a d a p t a t i o n s  to d i s e a s e .  A l t h o u g h  
si t u ational factors set the limits, it is individual 
patients who define the problems that need solution.
238
An adequate understanding of modes of coping with cancer 
also requires an a p p r e c i a t i o n  of the social context in 
which these efforts take place. For the cancer patient, 
other people are both part of the problem and a necessary 
ingredient in the solution. As one sees, typically, the 
development of cancer entails an altered social reality. 
F a m i l y ,  f r i e n d s  a n d  e m p l o y e r s  v i e w  t h e  p a t i e n t  
differently, and family, social and occupational roles may 
undergo m a r k e d  changes. "The p r o blem may be further 
compounded by the cancer patient's own negative self-image 
and tendency to assume that others will share this image, 
will find him or her to be ugly, deman d i n g  p i t i a b l e  " 
(Whitlock 1978 p. 272). Cancer symptoms and treatment may 
thus seriously disrupt one's ordinary human contacts and 
so require a whole new code of commrnunicat ion by those 
with whom the pati e n t  interacts (Cohen et al 1979, p. 
268).
The social milieu may facilitate or discourage the use of 
particular styles of coping. Specifically all modes of 
d ealing with the s i t u a t i o n  require c o - o p e r a t i o n  or, at 
least, the tolerance of those people upon whom the patient 
depends. And this is the major issue. Will a cancer 
patient be able, after his "primary appraisal" of his 
situation, to proceed successfully to a coping effort? In 
other words will his surroundings let him for example make 
efforts to avoid, to forget and to detach hims e l f  from 
disturbing thoughts and feelings?
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Xt has been repeatedly mentioned that ’Cancer and death 
a r e  i r r e v o c a b l y  l i n k e d  in t h e  m i n d s  of l a y  a n d  
p r o f e s s i o n a l  people" K l e i m a n  et al {1977 p. 115). If 
t h i s  is so, the p a t i e n t  w i l l  a l w a y s  p e r c e i v e  t h e s e  
attitudes of the others and will be treated accordingly. 
In this way the patient may internalise this response by 
his immediate environment, and may be socialised into a 
dying role which will remain with him perhaps for the rest 
of his life. Since c o ping is closely related with the 
i n t e r a c t i o n  b e t ween the e n v i r o n m e n t  and the person who 
makes the coping effort, it is very p o s s i b l e  that the 
c a n c e r  p a t i e n t  w i l l  n o t  be a b l e  to " c o p e ” w i t h  the 
s i t u a t i o n  e f f e c t i v e l y ;  a n d  if t h i s  is t r u e  t h e n  the 
patient will withdraw, acquiring an apathetic and helpless 
position which will undoubtedly have negative effects on 
the course of his disease.
In conclusion, since the s o cial context influences the 
"patient's" behav i o u r  it is apparent that his evident 
modes of coping c h ange as the social context changes. 
Therefore the implicit assumption that modes of coping are 
stable attr i b u t e s  of p e r s o n s  can be quite misleading. 
While it is true that patients do have preferred habitual 
strategies of handling problems (Ray et al 1982 p. 385) 
coping is in fact a d y n a m i c  process closely attuned to 
immediate s i t u a t i o n  factors (Cohen and Lazarus 1979 p. 
270). Thus, the immediate environment of the patient will
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play a major role in the efforts that he will make to 
adapt to his illness. As these environmental changes tend 
to be negative enough to isolate him in a variety of ways, 
the patient only accidentally will ever be able to handle 
and adapt to the situation effectively.
10.4 ISSUES OF SOCIAL SUPPORT
Consistent with Mechanic's summary statement (1979) (as 
quoted in Gold b e r g  1983 p. 218) that "the abil i t y  of 
persons to maintain psychological comfort will depend not 
only on the interpsychic resources, but also - and perhaps 
.more impo r t a n t l y  - on the social supports a v ailable or 
absent in the environment" it seems that effective social 
support is a crucial factor in the psychosocial adaptation 
to cancer. There has been extensive general documentation 
l i n k i n g  p e r i o d s  of i l l n e s s  to s t r e s s e s ,  i n c l u d i n g  
disturbed social relations (Dohrenwent 1981). In terms of 
a derived explanatory model, it has been suggested that 
disturbed social relations create a stress that may lead 
to a weakened physical state and increased vulnerability 
d u ring the course of illness. Social support is also 
thought to mediate pschological distress and facilitate 
copin and adaptation. (Andrews et al 1978).
C a n c e r  o f t e n  b r i n g s  w i t h  it a l o s s  o f  s o c i a l  
acceptability, isolation and a sense of abandonment, all 
of which can become significant sources of difficulty for
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the patient. Many people assume that cancer is contagious 
and therefore avoid contact with a patient for fear of 
contamination. Most p e o p l e  are u n c o m f o r t a b l e  with the 
prospect of facing a cancer patient because of fears of 
their own mortality.
On the other hand public e d u c a t i o n  could p o t e n t i a l l y  
provide i n f o r m a t i o n  to d e - m y s t i f y  the disease and the 
treatments for it. "Most peop l e  thro u g h o u t  their lives 
have known n o t h i n g  about cancer except the terminal 
stages. Cured cancer patients have usually concealed the 
fact that they have had cancer from their friends and even 
from close members of their family" {Callaway 1952 p. 
502) .
T h i s  s e c r e t i v e  b e h a v i o u r  h a s  c a u s e d  c a n c e r  to be 
c o n s i d e r e d  by a l a r g e  m a j o r i t y  of p e o p l e  as t o t a l l y  
incurable. Cure on the other hand even of advanced cancer 
is a realistic concept and is demonstrated by examples of 
patients whom investigators have previously regarded as 
anecdotal cases (See Kennedy et al 1976 p. 2184).
D e s p i t e  the l o n g - s t a n d i n g  and g e n e r a l l y  a c c e p t e d  
recognition of the presence of significant psychosocial 
distress associated with cancer, it is only recently that 
there have been any s y s t e m a t i c  and m e t h o d o l o g i c a l l y  
a c c eptable efforts to develop, deliver and evaluate a 
psychosocial intervention designed specifically for cancer
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p a t i e n t s .  W h i l e  t h e r e  s e e m s  to be a g r e a t  d e a l  of 
literature devoted to c o u n s e l l i n g  for death and dying 
(Weisman 1972, Tacke, Selye, Day 1979, Koenig 1969), there 
are rela t i v e l y  few c o n t r i b u t i o n s  dealing with tested 
interventions for problems associated with surviving with 
cancer. Gordon et al (1980) have evaluated the effect of 
a p s y c h o s o c i a l  i n t e r v e n t i o n  p r o g r a m m e  on p s y c h o s o c i a l  
problems in patients with breast cancer, lung cancer and 
melanoma. Using a control group they demonstrated that 
their inter v e n t i o n  e f f e c t i v e l y  a m e l i o r a t e d  some of the 
p s y c h o s o c i a l  p r o b l e m s  r e p o r t e d  by p a t i e n t s  a n d  the 
intervention patients were more likely to return to work, 
to be more active and to have fewer mood disturbances.
Forester et al (1982) reported a d e c r e a s e  in dysp h o r i c  
mood as well as physical symptoms for patients given 30 
minutes of p s y c h o t h e r a p y  over six weeks of treatment. 
Other pilot studies are taking place that explore whether 
a p s y c h o l o g i c a l  i n t e r v e n t i o n  can influ e n c e  the actual 
physical progression of the illness (Simonton et al 1978, 
Simonton 1980, Hall 1982, Strosberg 1982).
Given the theory of immunological defence against cancer 
cells, it is important to d e t e r m i n e  how p s y c h o l o g i c a l  
f a c t o r s  l i k e  s t r e s s  a f f e c t  i m m u n e  f u n c t i o n i n g  (see 
previous chapters). T h e r e f o r e  all i n t e r v entions which 
would aim at ameliorating stress would be helpful for the 
course and outcome of the disease. The use of hypnosis
243
( S t r o s b e r g  1982) t e c h n i q u e s  i n c l u d i n g  r e l a x a t i o n ,  
meditation, and visualisation (Simonton 1978) and other 
kinds of intervention have been proved quite effective for 
the patient's psycho-physiological condition.
Leonard D e r o g a t i s  et al (1979) condu c t e d  a study where 
they gave a series of psychological tests to a number of 
patients; results were correlated with length of survival. 
It was revealed that the short term survivors had a very 
l o w  m e a s u r e  o f  h o s t i l i t y  c o m p a r e d  w i t h  l o n g  t e r m  
survivors.
In conclusion by and large depression passivity, less able 
to c o m m u n i c a t e  anger or hostility, helpl e s s n e s s  and 
hopelessness (Weisman 1976, Greer 1979) are signs for a 
shorter survival (From Watson and Morris 1985 p. 24).
Nevertheless from all the evidence exposed throughout the 
chapter, cancer p r e s e n t s  a real and at times the most 
serious threat to the welfare and survival of the human 
being; one which may "over-tax" the adaptive resources of 
any or all concerned with the treatment and care of the 
patient. This threat, however, one can regard as being 
considerably magnified by the fear which is by no means 
confined to the patient alone.
As mentioned previously, certain diseases which actually 
present just as serious a threat to the biological welfare
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of the organism and which even may be less susceptible to 
treatment, are a p p r o a c h e d  in a more "matter-of fact" 
manner, both by the patient and the various professionals 
who may be concerned. Such dise a s e s  could be mult i p l e  
sclerosis which is totally incurable or cirrhosis of the 
liver, or even a major m y o c a r d i a l  i n f raction which can 
involve immediate death.
How cancer achieved the p osition of b ecoming the most 
feared and dreaded d i s e a s e  is an important p r o b l e m  in 
i t s e l f  but c a n n o t  be c o n s i d e r e d  h e r e .  W h a t  is of 
significance is to recognise that, fear, probably the most 
f u n d a m e n t a l  e l e m e n t  in the p r o d u c t i o n  of e m o t i o n a l  
complications, is practically omnipresent as far as cancer 
is concerned.
Kleiman et al (1977) in his article on social death says 
that "cancer patients frequently encounter psychological 
problems distinct from those with other serious illnesses" 
(p. 115). This could not be in more agreement with this 
thesis, since the cancer patient is really confronted with 
the problems that a major stigmatised person would have.
However, e v e rything d i s c u s s e d  in this chapter is the 
product of close observation and detailed analysis of the 
cancer patient and his function as such in society, from 
the point of view of d i f f e r e n t  "distant" researchers. 
Obviously, it has very little to do with the view of a
245
cancer patient about his actual condition.
How does a cancer patient perceive his disease? What does 
he think about cancer? The study in the next chapter 
gives some very intriguing possibilities for the answer to 
these questions.
2 4 6
CHAPTER 11
STUDY OF CANCER PATIENTS. AN ATTEMPT TO INVESTIGATE 
CANCER PATIENTS' FEELINGS AND CONCEPTIONS OF THEIR OWN 
ILLNESS.
H .1 INTRODUCTION
In the previous chapters it has been shown from various 
studies that the concept of cancer has a great negative 
impact on Greek society in general. Studies of nurses and 
doctors revealed that the professionals react to cancerous 
d i s e a s e  in a q u i t e  d i f f e r e n t  w a y  f r o m  the rest of 
d i s e a s e s .  C a n c e r  is p e r c e i v e d  as h a v i n g  the w o r s t  
prognosis of all the other diseases in the minds of the 
experts.
Studies on laymen perception showed that cancer is linked 
directly with death and that a patient by virtue of having 
cancer or not, no matter what other dimensions are forming 
the course of the disease, will be considered as doomed to 
die or not. Having, such results it is now intended to 
consider the more direct consequences for the patient's 
experience.
As has been mentioned previously, cancer patients often 
experience a change in their normal life condition plus 
the p o s s i b i l i t y  of being socially u n a c c eptable. Since 
"cancer" has unique qualities as a disease, the question
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arises as to how and whether a cancer patient copes with 
the atmosphere surrounding him in the hospital during the 
course of treatment.
In practice most p a t i e n t s  will have to rely upon the 
doctors and nurses responsible for their routine care for 
any support beyond that which they can obtain from family 
and friends; and according to such professional support it 
is expected by the patients to cope effectively with their 
disease and c o n s e q u e n t l y  to react p o s i t i v e l y  to the 
treatment and "fight" the disease.
The aim of this study is to focus on the feelings which 
cancer patients experience, and on the problems they may 
have during the time they spend in the hospital. These 
problems may include uncertainty, fear (or other negative 
feelings), loss of control or threat to self esteem. In 
general the intention of this research is to investigate 
the possible needs of these patients and also the possible 
negative feelings and conceptions that they may have which 
s h o u l d  be r e d u c e d ,  if t h e y  e x i s t ,  in o r d e r  for the 
patients to adjust themselves to the situation and cope 
positively during the course of treatment.
11.2 METHODOLOGY - PROCEDURE
The present study includes "interviews in depth" with 
cancer patients. T h ere were some i n d icative q uestions
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which were chosen by the researcher as guidelines during- 
the interviews {See Appendix 6). Each of the interviews 
lasted approximately one hour, taking place in a public 
hospital in Athens. The interviewer first established a 
kind of rapport with the patient and then proceeded to the 
actual interview. Then there was a second part of the 
p r o c e d u r e  w h e r e  the p a t i e n t  w a s  a s k e d  to s ort into 
d i f f e r e n t  c a t e g o r i e s  s o m e  c a r d s  w i t h  the n a m e s  of 
d i f f e r e n t  d i s e a s e s  w r i t t e n  on t h e m .  F i n a l l y  t h e  
researcher asked each one of the patients to keep a daily 
"diary" of his life and thoughts in the hospital which 
would be handed to the researcher every morning.
11 * 3 SELECTION OF THE SAMPLE
The sample was chosen from the "General Public Hospital 
Alexandra" in Athens. There were fifty cancer patients 
(n=50) with cancer of different sites, 32 females and 18 
males all of them being hospitalised at least two weeks 
before the interviews took place. The interviewees came 
from d i f f e r e n t  b a c k g r o u n d s  and m any of them were not 
Athenians but had been moved there from other parts of the
country. The age for both males and females was between
35 and 60.
H . 4  PROCEDURE - ADMINISTRATION
The whole interview took place by the bedside of each of
2 4 9
the patients. In each ward of the hospital there was 
a p p r o x i m a t e l y  25% of cancer patients. The interviewer 
presented herself as a member of the staff of the hospital 
and gave a small explanation as to why she was going to 
interview the patients. The general idea communicated to 
t h e  p a t i e n t s  w a s  t h a t  t h e  h o s p i t a l  w a s  m a k i n g  an 
i n v e s t igation of the general functioning of staff and 
patients in each of the wards.
Not all of the patients chosen to participate in the study 
finally agreed to co-operate. In some of the cases the 
interviewer could not estab l i s h  even a m i n i m u m  rapport 
with the patient and therefore she could not proceed to 
the actual interview.
T he f i f t y  p a t i e n t s  w h o  f i n a l l y  p a r t i c i p a t e d  in the 
interviews were in general co-operative, a lthough they 
w e r e  not p a r t i c u l a r l y  w i l l i n g  to a n s w e r  in d e t a i l  
q u e s t i o n s  l i k e  " W h a t  do the d o c t o r s  s a y  a b o u t  y o u r  
illness?" or "...what about your family?"
The p a t i e n t s  w e r e  t h e n  a s k e d  to c o m p l e t e  a M u l t i p l e  
Sorting Task (See Chapter 6 section 6.2). In this task 
the patients had to c l a s s i f y  different cards with the 
names of diseases on them into different groups.
The process of administration in this case followed the 
same steps as in the previous studies (See Chapter 6 and
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Chapter 7) with the only difference that the patients were 
not in a p o s i t i o n  to d escribe in detail the c riteria 
according to which they were sorting the cards. Also it 
was sometimes difficult and irritating to them to complete 
the task. Thus only one sorting was completed by each of 
the patients.
Finally every morning for one month the researcher visited 
all the interviewees who had participated in the interview 
and collected from some of them their "daily diaries". 
T h e s e  l i t t l e  d e s c r i p t i o n s  w e r e  not g r e a t  p i e c e s  of 
information, but they were enough to depict the patient's 
feelings and atmosphere of living.
11.5 PART ONE: ANALYSIS - THE INTERVIEW
The-interviews with the patients were analysed in terms of 
the themes a r o u n d  which the p atients were focusing in 
t h e i r  d i s c u s s i o n  w i t h  the i n t e r v i e w e r .  M a i n l y  the 
interview was based on the general questions asked by the 
i n t e r v i e w e r  w h i c h  s e r v e d  as the g u i d e l i n e s  for the 
discussion.
The focus of interest was put on -A = How much information 
the patients had about their disease. -B = How did they 
perceive the a t m o s p h e r e  around them from the medical 
staff. -C = Some information about their families and the 
way they were communicating with each other. -D = Their
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everyday life in the hospital and the communication with 
fellow patients as well as their mood and socialisation 
during their stay in the hospital. -E = One of the most 
important areas of focus was the attitudes and their 
thoughts about their future life. Information on these 
aspects would help the researcher to estimate how either 
c o n s c i o u s l y  or s u b c o n s c i o u s l y  the cancer patie n t s  were 
visualising themselves in the future. Finally the very 
first question about what illness they had got, was asked 
again in case they were more relaxed and they wanted to 
talk more about their feelings towards their illness.
TABLE 37
CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER
PATIENTS
Question 1 Why are you here?
Other illness than cancer. 21
Tumour but not associated with cancer. 15
I don't know exactly. 4
Cancer. 10
From the content analysis of this question it is revealed 
that most of the p atients did not know that they had 
cancer and even if they knew about the tumour, they did 
not associate it with the disease of cancer, others were 
r e a l l y  c o n f u s e d  and it s e e m s  t h a t  a n y  i n f o r m a t i o n  
c o n c e r n i n g  t h e i r  d i s e a s e  w a s  e x p r e s s e d  in q u i t e  a
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confusing way. Ten patients knew that they had cancer out 
of the fifty participating in the interviews which gives 
us a c l e a r  v i e w  of the f a c t  that p r o b a b l y  the G r e e k  
p r o f e s s i o n a l s'  a p p r o a c h  is one of not informing the 
patients about their disease if this disease is cancer.
TABLE 38
CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER
PATIENTS
Question 2 What do the doctors tell you?
Positive reaction (Everybody is good etc.). 11
Neutral answer (....They say O K  but). 10
Negative reaction (They do not pay attention 8
Doctors are unreliable).
The doctors do not say anything. 7
The doctors don't seem to see "things going well". 4
The patients avoid to answer the question. 8
Vague meaningless answer. 2
From the content analysis of this question one can infer 
that in general the medical staff of this hospital avoid 
c o m m u n i c a t i o n  with the p atients as much as they can. 
There has been a large amount of literature which focuses 
on the communication of the medical staff with the cancer 
patients, and the general idea lies in agre e m e n t  with 
these results. In general the medical professionals avoid 
c o m m u n i c a t i n g  any i n f o r m a t i o n  to the cancer patients. 
Different researchers indicate that the general policy is 
a preference of "not telling" (Oken 1961). Hollingshead
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(1968) found in a study he conducted on nurses that these 
experts had no idea about the patient's attitudes towards 
their illness, which means that they had no direct or open 
communication with the people they were taking care of. 
Derogatis et al ( 1976 ) reveals that there is a great 
discrepancy between cancer patients psychological symptoms 
and their physician's perception of these symptoms. Most 
poss i b l y  the d i f f e r e n t  strat e g i e s  that experts use to 
reduce i n v o lvement with the patients as they approach 
death and preserve their composure ends up in avoiding any 
c o m m u n i c a t i o n  with cancer patients since, as it has
already been proved, a cancer patient is considered a very
close to death person.
It is interesting to mention that the patients facing this
situation were not even frustrated by not having any
relation with the staff. It seemed to the i nterviewer 
that the p a t i e n t s  t h o u g h t  of t his m a t t e r  a l m o s t  as 
something normal in a hospital. Some of the patients did 
not even bother to comment at all.
The positive answers were based mainly on the fact that 
they could see a nurse bringing the pills to the patients 
twice a day and also a bunch of doctors making their 
rounds every one or two days looking at the card of the 
patient at the b o t t o m  of the bed. Also the patients 
seemed to have the closest relationship with the person 
who used to bring the food during the lunch and the dinner
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ti m e s .
Other patients seemed to believe that the doctors "didn't 
see things going well", but when the interviewer asked 
about the source of such a conception patients could not 
give a concrete answer. It seems that the professionals 
by keeping their "distance", avoiding to give any clear 
information and creating an atmosphere of having something 
to hide were giving the impression of "things not going 
well".
F i n a l l y  the p a t i e n t s  w h o  r e f u s e d  to t alk a b o u t  t h i s  
subject seemed to be quite disinterested and pathetic in 
respect to the people who were taking care of them.
TABLE 39
CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER
PATIENTS
Question 3 What do you think about your illness?
Neutral answer (Patient does not give information. 5
e.g."I don't think anything")
Patients retreats (Cries, or turns his head away). 2
Giving up reactions (Patients in despair). 13
Ambivalent answer (e.g."I'm in God's hands"). 6
Positive answer ("I think everything will be OK."). 8
Patients are afraid ("l'm scared"/"I see nightmares"). 4
Patients feel they are courageous. 7
Patients react in a cynical way. 2
Patients feel it is "difficult situation to overcome". 3
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From the discussion of the feelings of the patients about 
their diseases, it was revealed by the content analysis 
that most of the patients are scared, afraid, pessimistic 
and in other words in total despair b e c a u s e  of their 
illness. Notice that most of the patients did not have 
information about what exactly they had. It is possible 
that although these cancer patients had not any idea of 
their disease, the general atmosphere created around them 
does not seem to encourage them very much. Fifteen out of 
the fifty patients interviewed had a generally positive 
and courageous attitude towards their disease. This makes 
30% of p a t i e n t s  with a p o s i t i v e  reaction towards their 
illness. The remaining 70%, though seem to be in a very 
weak and helpless position. It has been already discussed 
that such a state of mood is not really very helpful for 
the course of treatment of a cancer patient, and it has 
a l s o  b e e n  s u g g e s t e d  t h a t  a p o s i t i v e  r e a c t i o n  and an 
attitude of fighting the disease has most of the time very 
p o s i t i v e  e f f e c t s  on the o u t c o m e  of t r e a t m e n t  (See 
Introductory Chapter).
P l u m b  and H o l l a n d  (1981) f r o m  the r e s u l t s  of t h e i r  
r e s e a r c h  on c o m p a r i n g  c a n c e r  p a t i e n t s  and p a t i e n t s  
hospitalised on a psychiatric unit for attempted suicide, 
reveal that cancer patients were less depressed and less 
suicidal in respect to the ratings on the CAPPS scale 
(Current and Past Psychopathology Scales) from the other 
group. However the psychiatric hospitalised group, used
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as control patients had already been labelled "patients" 
for being suicidal. In other words their "role" was to be 
depressed. Also were these patients under sedatives? Is 
it p o s s i b l e  to c o m p a r e  t w o  g r o u p s  f r o m  w h i c h  o n e  is 
hospitalised because of an existing psychological problem 
and the other because of an organic disease in terms of 
depression?
However Plumb and H o l l a n d  report that among the cancer 
patients examined, one third was significantly depressed 
and one seventh had experienced some suicidal intention.
In the present research the general reactions and feelings 
of the p atients when they came to the point of talking 
about their disease was almost totally negative and 
pessimistic. This cannot imply that the patients were 
depressed with the psychiatric definition but it certainly 
gives a hint about the emoti o n a l  status of the cancer 
pat ient.
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TABLE 40
CONTENT ANALYSIS OP THE INTERVIEW WITH CANCER PATIENTS
Question 4 Family Atmosphere
Neutral answers (e.g. Talk about what consists of). 14
Positive reactions (e.g. My family supports me). 8
"The .family is sorry about 'it'". 6
Answer giving impression that family is in despair. 4
"The family passes through 'difficulties'". 2
"My family is 'courageous'". 1
"They do not talk to me". 3
"They have said it is nothing. 1
No answer and/or no family. 4
"The family does not know about it". 1
"They are not around". 1
"They are worrying". 2
"My child was shocked and I gave him courage. 1
"They are realistic, they discuss about it." 1
"My husband left so that he would 1
avoid infection from cancer".
It w a s  o n e  of t h e  a r e a s  of f o c u s  to o b t a i n  s o m e  
information from the cancer patients about their families, 
and the type of support they provided to their relative 
patient. The results from the content analysis revealed 
that, first of all the patients were not very willing to 
discuss anything concerning their families. It is true 
that in the Greek reality, people are very reluctant to 
talk about the m e m bers of their families for fear of 
exposing themselves as a successful member of this family. 
The answers given to the interviewer were indeed very
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"laconic” . Nevertheless, from the analysis, one can infer 
that most of these families were probably passing through
a crisis, the patient could feel that his family was upset
about his disease and the communication between them was
not quite direct and in depth.
TABLE 41
CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER
PATIENTS
Question 5 How is every clay life in the hospital?
Reactions with signs of adaptation (It is nice/OK). 21
Negative reactions (Life here is bad we have problems). 5 
Vague answers (neutral reactions). 5
"Being always in bed" (Very bad/cannot move) 10
"I have nothing to say". 5
"I want to go home". 2
"Life is difficult" (People die near me). 2
It seems from the analysis of this theme that 40% of the 
patients have adapted to the hospital atmosphere and have 
managed to live at least without major problems. On the 
other hand those people who have to stay in bed all day, 
obviously suffer.
Patients overall did not present c o n c r e t e  problems of 
their everyday life in the hospital. Some of them even 
refused to discuss their life in hospital. Some others 
revealed the fact that hospitalisation has "problems" but 
t h e y  d i d  n o t  g e t  i n t o  d e t a i l s .  F r o m  t h e  o v e r a l l
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discussions with the patients the interviewer came to the 
c o n c l u s i o n  that, in general patients react in a quite 
passive way to all the s tresses of the h o s p i t a l i s a t i o n  
that they may undergo.
TABLE 42
CONTENT ANALYSIS OF T H E INTERVIEW WITH CANCER
PATIENTS"
Question 6 Do you associate with other patients?
Positive answer. 22
Unable to associate ("being in a bed" condition) 7
Neutral answer (every now and then/occasionally). 10
"I am not in the mood". 8
"The others are very seriously ill,
so I cannot associate with them." 3
This question was asked to the cancer patients in order to 
evaluate the degree of socialisation that they had in the 
course of their treatment. It seems that many patients 
were in contact with other patients thus helping to remain 
active and "alive" in their daily life. On the other hand 
a r e l a t i v e l y  large p e r c e n t a g e  of them either could not 
contact other patients practically, or they were not "in 
the mood". This could very easily mean a total isolation 
of t h e s e  p a t i e n t s  f r o m  the rest of the p a t i e n t s  and 
perhaps a passive pathetic attitude from their side. The 
question arising here is whether these patient should be
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left like that or some support from the experts should be 
given to them. Unfortunately, however it is relatively 
doubtful whether the p r o f e s s i o n a l s  will ever take the 
matter into c o n s i d e r a t i o n  at all. This "scene" could 
remind the reader of the idea of "social death" which has 
been already discussed above where Kleiman et al (1977) 
indicates that it is defined as a person who is already 
considered dead by his environment.
TABLE 43
CONTENT ANALYSIS OP THE INTERVIEW WITH CANCER PATIENTS
Question 7 Do you need company or do you prefer to be 
alone?
Positive answer (e .g."Talking with other people is. 32
good." "Passing time"/"sharing problems"),
Both-(e.g. "Sometimes yes, sometimes no"). 6
"I like to be alone" (e .g .Isolated to my thoughts). 8
"Depends on my condition", ( e . g .  pain-free or not). 4
Again the results from this question reveal that most of 
the patients need c o m pany and they prefer to be among 
fellow patients. This result is in line with the writings 
of Ven Den Borne et al (1986) on the issue of support 
given by fellow patients, and the effect of the exchange 
of e x p e r i e n c e s .  A b o u t  30% of the p a t i e n t s  g a v e  the 
impression of preferring, not to be in contact with others 
and to "to be left alone with their thoughts". Although 
this is not a feeling shared by most of the patients it is
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still something which together with the results from the 
p revious q u e s t i o n s  should be taken into consideration. 
C a n c e r  p a t i e n t s  a r e  m o s t  of all p a t i e n t s  in n e e d  of 
socialisation, since there is always the danger of being 
stigmatised by their social environment. Therefore, it 
should be of the greatest interest to the people caring 
for them to m i n i m i s e  any signs of "s o c i a l - d i s t a nc e "  . 
Studies have shown that cancer is set apart from other 
illnesses as an object of fear (Stehlin and Beach 1966, 
Holland 1973). In this way cancer patients may be treated 
a c c o r d i n g l y  a n d  r e m a i n  i s o l a t e d  f r o m  t h e  s o c i a l  
environment.
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CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER PATIENTS
Question 8 What are you going to do
when you leave the hospital?
Retire. 2
"i'll stay close to the family/home". 20
"Just want to be better". 3
"I'm afraid/ I don't think i'll get well". 3
“I hope to return to my previous normal life". 10
.if I ever become w e l l " . 1
Nothing. 3
"I will stay home to die". 1
"I will continue living but with less activities". 2
"I will continue my life, taking more care of myself". 2
"I don't know" 3
The i m p o r t a n c e  of this q u e s t i o n  lies in the fact that 
through the patient's answers the researcher could acquire 
information about their feelings towards their future.
The level of "aggressiveness" and "willingness to live" is 
d e f i n i t e l y  one very important p a r a m e t e r  a f f e c t i n g  the 
course of treatment of cancer patients.
The results from this analy s i s  r evealed that a great 
percentage of the interviewees have an increased need for 
p r o t e c t i o n  and security. Besides that, m a n y  p atients 
expressed doubts and fear as to whether they will become 
well enough to lead a normal life again. It should be 
noticed from the answers that none of them described any
s p e c i f i c  f u t u r e  t h o u g h t .  Is t h a t  a s i g n  t h a t  t h e s e  
patients have i n t e r n a l i s e d  a general c o n c e p t i o n  about 
their disease? Is it possibly a sign of these patients' 
feeling doomed, or is it just the fact that nobody ever 
gave them hope that they could probably return to their 
normal life and continue making plans for the next years 
to come?
TABLE 45
CONTENT ANALYSIS OF .THE INTERVIEW WITH CANCER PATIENTS
Question 9 What are your plans for the future?
"I will stay close to my family". 5
"I'd like to live enough and see grandchildren". 9
"I wish I live and go on living like normal people". 12
"I have no plans, I think I will die". 4
"I have no plans. I'm in despair". 4
"One cannot have plans with this 'thing'". 5
"I'm afraid of the future. I have no plans". 3
"I have no plans, 4
I just want to get out of the hospital."
"I have plans (trips/new job)". 4
Only four patients out of fifty seemed to have plans for 
the future. The rest of them did not have any future
thoughts at all. Most of them were o v e r w h e l m e d  by the
fear of d e a t h .  The o n l y  h o p e  for the f u t u r e  w a s  to
"live". Others e x p r e s s e d  this fear d i r e c t l y  by saying
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that they have no plans and they think that they will die.
Such an attitude coming from people - patients who need 
more than ever to hope and to have willingness for life; 
from patients who need to fight against a disease which 
can be weakened by the "power of will" of the sufferer, it 
is more than disa p p o i n t i n g.  If one thinks about it, 
anybody being healthy and normal if he starts being under 
the threat of death will he c o n t i n u e  being h e a l t h y  and 
normal? And if the treatment of these cancer patients 
proves to be a hund r e d  p e r c e n t  p o s i t i v e  and effective, 
will the receiver be still alive to find out that he is 
cured?
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TABLE 46
CONTENT ANALYSIS OF THE INTERVIEW WITH CANCER PATIENTS
Question 10 What do you suffer from?
"Heart, it is the worst illness, very d a n g e r o u s 1 
"I have my nerves." 2
"It's a heavy thing in me and should be cleared out." 1
"It's a thing like a ball/peanut/round thing." 4
"I feel some dizziness." 1
"I feel that everything in me is very bad." 4
"I believe I've got 'the illness''the bad illness'." 5
"It's a desperate situation." 1
"I've got a disgusting thing in me". 1
"I feel like having a heavy thing like a knob." 1
"Something like a storm which eats me."' 1
"I have -a tumour." 2
"...it's something like a monster." 1
"...it is very bitter to ask me about it." .1
"It is like being a tree which
remains unwatered and dies." 1
"...Like a wind which passes and destroys everything." 1 
"Nothing." 1
"I don't know," 1
"A phantom girl which opens her hands to take me away." 1 
"An enormous thing like an octopus, an enemy," 1
"A shady enemy, we are like two equal powers 1
fighting each other."
"Cancer - I hope it will pass (2) 3
- I haven't quite believed it yet (1)"
"A badly shaped thing which is dark and is inside me." 1
* In t r a n s l a t i n g  the a c t u a l  G r e e k  s t a t e m e n t s ,  the 
researcher chose to stick to the exact m e a n i n g  (of the 
patient's answers) even when this resulted in grammatical 
errors.
The last q u e s t i o n  of the inte r v i e w  was the same as the 
first one, only it was expressed in a different way. The 
reason why, it was decided to ask the patients again about
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their illness was simply because, perhaps the patients 
would be less reserved at the end of the d i s c u s s i o n  to 
e x p r e s s  t h e i r  t h o u g h t s  and f e e l i n g s  t o w a r d s  t h e i r  
problems.
Th e  r e s u l t s  f r o m  the c o n t e n t  a n a l y s i s  of t his last 
question were indeed more revealing because the answer 
that each patient gave was exclusively particular to their 
agony desp i t e  exter n a l  interferences. These answers, 
therefore as such are not classifiable in any category.
The question, unlike the first one which was asking "Why 
the patient was hospitalised" was changed to "What did the 
patient suffer from". It seems that this slight change in 
the way of asking about the disease had a remarkable 
effect on the type of answers that the patient gave.
The answers to "What do you suffer from?" range from "the 
thing" to a "dark,shady ball or peanut", from "an enemy" 
to "a wind which came to destroy me". Patients seem to 
suffer from anguish about a "monster" which is "eating 
them". A l t h o u g h  many of them do not a s s o c i a t e  it with 
cancer, their c o n c e p t i o n s  and feelings are in para l l e l  
with the "public image" that cancer has acquired. Some of 
them had the s u s p i c i o n  that they had cancer, but the 
answers would be covered by saying "the illness" or "the 
bad illness". Only three patients gave a direct answer on 
the question, and some others avoided to answer at all.
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It is the i m p r e s s i o n  of the researcher, drawn from the 
r e s u l t s  and f r o m  her d i r e c t  e x p e r i e n c e  d u r i n g  the 
discussions with the patients that these people, are not 
only left in the dark in terms of what their illness is, 
but a l so, b e c a u s e  t h e i r  e n v i r o n m e n t  is d i p p e d  in a 
my s t e r i o u s  a t m o sphere. All their fears anxi e t i e s  .and 
thoughts flour i s h  through their imagi nation and expand 
into myths or even d i s t u r b i n g  v i s u a l i s a t i o n s  of their 
disease.
11 •6 PART 2: THE MULTIPLE SORTING TASK
MST has already been discussed in previous chapters as a 
method of investigating conceptual systems (Chapter 6). 
The participants of this procedure are requested to sort 
specific items into c a t e g o r i e s  based on a c r i t e r i o n  of 
their own choice.
In the present study the cancer patients who took part in 
the interview were then asked to complete a MST. Thirteen 
patients out of the fifty agreed to proceed. Obviously, 
it was not easy for the patients to complete such a task, 
and some of them sorted the cards lying on the bed, on the 
top of t h e i r  b l a n k e t s .  N e v e r t h e l e s s  t h e y  w e r e  c o ­
o p e r a t i v e  and as s p e c i f i c  in t h e i r  d e s c r i p t i o n s  as 
possible.
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11.7 IDENTIFICATION OP SORTING ELEMENTS
In the study of cancer patients the elements of the MST 
were diseases, the same ones used in the studies of nurses 
and doctors. These diseases were both cancers and non­
c a n c e r s  as w e l l  as o t h e r  s e r i o u s  a n d  n o n - s e r i o u s  
illnesses. The additional point in this study was that an 
extra card was presented to the patients together with the 
t w e n t y  u s u a l  c a r d s ,  w i t h  the w o r d s  "my o w n  i l l n e s s "  
written on it. Therefore the sorting elements for this 
study were 21 cards.
11. 8 ADMINISTRATION
The actual interview was carried out at the bedside of the 
patients. Each of the p a t i e n t s  was p r e s e n t e d  with the 
cards and an introduction as follows:
"I would like you to look at the following cards (each of 
them representing a different disease, and one which you 
will consider that represents your illness) and sort them 
into groups, in such a way that all the cards in any group 
are similar to each other in some way and different from 
those in the other groups. You can put as many cards into 
each group as you like; it is your views which count. 
When you have carried out a sorting I would like you to 
tell me your criterion for your sorting and describe each 
grouping cards in relation to this criterion."
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The interviewer did not ask the patient to do the sorting 
again, because it seemed all a very difficult task for the 
patients to complete, while lying in their beds. Also the 
patients were not able to describe the different groups 
according to the c r i t e r i a  that they used. This fact 
cannot be described as a lack of co-operation, but rather 
as lack of strength and capacity from the patients.
11.9 RESULTS 
CONTENT CATEGORIES
The cancer patients who took part in the MST came up with 
a narrow set of categories (criteria). Some of them did 
not even give specific explanations of the choice of their 
criterion. .
In s u m m a r y ,  c a n c e r  p a t i e n t s  u s e d  the c r i t e r i o n  of 
A = Similarity of the diseases with their own B = Lethality, 
C = If they were cancers or not, D = S e r i o u s n e s s  (See 
Table 47) .
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TABLE 47
PATIENT'S SORTING CRITERIA ON DISEASES
1. DISEASE RELATED TO MINE
Yes they are.
No they are not.
2. CANCER OR NOT
Yes they are.
Mo they are not.
3. LETHALITY
Disease will cause death. 
No it will not.
May be lethal.
4. SERIOUSNESS
Serious.
Not serious.
5. DANGER
Dangerous.
Not dangerous.
6. CONDEMNED
Y e s .
Could be.
No.
7. "Because I feel like"
8. "Disease characteristics"
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Interestingly, none of the patients used criteria which 
would apply to their own condition (hospitalisation, pain, 
immobilisation) w hich w o u l d  be e xpected from people 
suffering from an illness which keeps them in a bed of a 
hospital. On the contrary criteria of seriousness, death 
and c o n d e m n a t i o n  were seen in the sorting of patients. 
Also cancer was used as a way of c l a s s i f i c a t i o n  by the 
c a n c e r  p a t i e n t s  thus r e v e a l i n g  the f a c t  that t h o s e  
patients who knew their illness, considered it as quite 
distinct from other equally serious diseases.
The criterion of diseases being similar or dissimilar with 
their own was used by q u ite a few of the p a rticipants. 
T h i s  p e r s o n a l  w a y  of c l a s s i f i c a t i o n  w a s  o b v i o u s l y  
t r i g g e r e d  by the e x t r a  c a r d  w i t h  t h e  w o r d s  "my o w n  
disease" written on it. This criterion was proved to be 
o f .great interest since through the different groups of 
the classified diseases it could be seen how the patients 
perceived their own illness and with which other disease 
they thought it was similar. In an attempt to expand this 
idea into all the patients categorisation scheme, despite 
the crite r i a  they used, based on the data, a table was 
constructed where it is illustrated which diseases each 
one of the patients put in the same group with their "own 
disease". Next to it is the actual disease from which the 
patient suffers (see Table 48).
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MULTIVARIATE ANALYSIS
From the categories used by the cancer patients, the 
question is raised as to whether there is any consensus 
among the different v i e w s . It is interesting to see under 
which conceptual theme each patient associated his disease 
with the others.
Because all the patients sorted the same elements it is 
possible-to carry out an analysis (MSA) that compares the 
different patients on the basis of their similarities in 
terms of the categories they used. One focus of this 
analysis would be on any c o n s e n s u s  which could emerge 
b a s e d  on the d i s e a s e s  t h a t  e a c h  one of the p a t i e n t s  
thought and conceived was similar to his own.
DATA- MATRIX
The data matrix for this analysis was prepa r e d  in the 
following way. On the 21 cards each column recorded the 
diff e r e n t  disease and each row recorded the diffe r e n t  
cancer patients who had completed the MST. The cells were 
the categories used by the patients coded into: "Yes" (1) 
or "No" (2) as to whether each of the different diseases 
were like their own or not.
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MULTIDIMENSIONAL SCALOGRAM (MSA 1)
The technique used for these MST data was the MSA 1. As 
it h a s  a l r e a d y  b e e n  m e n t i o n e d  in C h a p t e r  6 M S A  1 
represents items of data in multidimensional space on the 
basis of their s i m i l a r i t y  or d issimilarity. The more 
similar they are the closer together they will be and the 
more dissimilar, the more distance there will be between 
them. MSA 1 compares individuals on profiles of variables 
by e x a m i n i n g  the r e l a t i o n s h i p  between subjects. It 
produces a geometric configuration of individuals (in this 
case patients) plotted in the space from the contiguity of 
regions for each variable category. The individuals are 
plotted in relation to each other.
In this study the MSA was carried out to see whether there 
were any similarities or differences among the different 
cancer p a t i e n t s  in terms of c a t e g o r i s i n g  diseases in 
relation to their own.
MSA 1 COMPARING PATIENTS
Each of the points in figure 9 represents an individual 
respondent. The relative distance between the points is a 
function of the similarity of the patient's classification 
of the different d i s e a s e s  according to their own. In 
other words the more similar classification patients had 
the closer together they are in the space.
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FIGURE 9
RESULTS FROM THE MSA 1 CARRIED OUT ON CANCER PATIENTS
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Figure 9: Individual p a t i e n t s  on the plot. P a r t i t i o n
differentiate those who did not relate their disease with 
any cancer (A), those who combined cancers and non-cancers 
with their own (B) and those who put their illness along 
with all cancers (C).
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There f o r e  the i n t e r p r e t a t i o n  of the space is done by 
looking at the relative position of the items and checking 
them against the categories given by each of the patients.
From the analysis of the MSA 1 it was revealed that the 
one dimensional solution was pretty strong.
4 1  3 7  9,5,6,11 10 2 12 8 13
------ 1---- 1— — +--1— j— |------------ +-------j---- + ------ +--------H---
-100 -95 -60 -32 -18 -17 23 42 53 83 +100
NUMBERS REPRESENTING INDIVIDUAL PATIENTS LOCATED ON PLOT
SEE TABLE 49
By looking at the exact location of each of the patients 
on the one dimension the following pattern emerged.
Table 49 shows the diseases classified as similar to the 
patient's own illness in the order that each patient was 
located on the one dimensional solution of the MSA 1.
It is apparent that those p atients located at the left 
side of the plot are the ones who did not associate their 
illness with any of the cancerous related diseases on the 
MST. The people in the middle (most of them having cancer 
of the cervix) associated their own disease with cancer of 
the cervix and uterine fibroids except for number 7, and 
in general the patients located in this region combined 
cancer and non-cancer diseases to be similar to their own.
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TABLE 49
4 Breast Peripheral neuropathy/Osteoarthritis
1 Bone Osteoarthritis/Aplastic anaemia/
Fractured neck of femur 
3 Hodgkins” Aplastic anaemia
7 Cervix All cancers/Aplastic anaemia
9 Cervix Uterine fibroids/Cancer of cervix
5 Cervix Uterine fibroids/Cancer of cervix
6 Cervix Uterine fibroids/Cancer of cervix
11 Thyroid Cancer of cervix/Apiastic anaemia/
Myocardial infraction/Melanoma/ 
Multiple myeloma
10 Lymphocytes All cancers/Multiple sclerosis
2 Bladder All cancers
12 Cervix All cancers/Uterine fibroids
8 Cervix All cancers/Myocardial infraction/
Aplastic anaemia.
13 Breast All cancers
DISEASES CLASSIFIED AS "SIMILAR" TO PATIENTS OWN ILLNESS. 
[CRITERION OF CLASSIFICATION - SIMILAR/DISSIMILAR TO MY 
OWN] PRESENTED IN ORDER AS LOCATED ON PLOTS [SEE FIGURE 
9] .
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Finally at the right side of the plot they are those 
patients who classified their disease with all the cancers 
i n c l u d e d  on the M u l t i p l e  S o r t i n g  T a s k .  It is w o r t h  
m e n t i o n i n g  that most of these persons either knew that 
they had cancer or they suspected it. What is important 
from these results is the fact that those patients who 
knew about their cancer did not choose to a s s o c i a t e  it 
with other d iseases w hich were l i terally a s s o c i a t e d  in 
terms of site, sympt o m s  and general substance, but put 
themselves into the general group of all cancers. Again 
this reveals a conception that despite the type and the 
s e r i o u s n e s s  of t h e  p a r t i c u l a r  c a n c e r ,  t h e y  a r e  a l l  
p erce i v e d  by the p atients themselves as a unique, and 
distinct group of diseases.
Although the people participating in the Multiple Sorting 
T a s k  w e r e  v e r y  few, it c a n  be a r g u e d  t h a t  p o s s i b l y  
patients suffe r i n g  from c a ncer consider their illness 
being exactly the same as every other type of cancer.
In this analysis, only one patient (No. 11) associated his 
d i s e a s e  w i t h  s o m e  c a n c e r o u s  and s o m e  n o n - c a n c e r o u s  
diseases. And another three patients s u f f e r i n g  from 
cancer of the cervix chose a direct a s s o c i a t i o n  with 
"cancer of the cervix" and "uterine fibroids" which is the 
same disease only non-malignant. These patients knew or 
s u spected what their illness was. What is of interest 
though, is the fact that those other p a t i e n t s  who also
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knew their illness or had a suspicion about it, put all 
the cance r o u s  d iseases in the same c a t e g o r y  with their 
own. This gross generalisation about their illness could 
be dangerous as to whether they perceive their own illness 
as s o m e t h i n g  they can fight and overcome. If the word 
cancer is in their minds associated with all the horrific 
myths e.g. a death sentence, a curse etc., then most 
poss i b l y  their attit u d e s  towards their illness will be 
pathetic and helpless.
MSA 1 DISEASES ON THE PLOT
It was decided to carry out an analysis that compared the 
diseases themselves on the basis of the categories used by 
the cancer patients (See Table 47). In this way any
cohe rent p atterns amongst the d i f f e r e n t  views of the
cancer patients would be revealed.
In order to find out how the actual d i s e a s e s  relate to 
each other and also how they are related to the patient's 
own illness according to their categorisation schemes it
was decided to input the matrix into a Multidimensional
scalogram. The a p p r o a c h  taken here was to prepare a 
matrix where each column represented a person interviewed 
and each row a diff e r e n t  disease. The cells were the 
c a t e g o r i e s .  For e a c h  p e r s o n  t h e r e  w a s  a n u m b e r  of 
categories, and each category was assigned a number.
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Each of the points in figure 10 represents one of the 
diseases as written on the cards. The relative distance 
between the points, is a function of the similarity in the 
patient's categorisation. In other words, the more often 
d i s e a s e s  w e r e  p u t  in the s a m e  c a t e g o r y ,  the c l o s e r  
together they are in the space.
The i n t e r p r e t a t i o n  of the space will be carried out by 
looking at the relative position of the items and checking 
t h e s e  a g a i n s t  the c o n t e n t  c a t e g o r i e s  g i v e n  by the 
patients.
As it is shown the patient's "own disease" is located far 
and above the rest of the items at the right side of the 
plot. The rest of the illnesses can be divided into three 
sections in respect to their location. If one imagines 
that we have a pyramid where the top of it is the location 
of "my own disease" the left side next to it is "uterine 
fibroids" and the right side includes "cancer of the 
cervix"; then moving towards the bottom of the pyramid at 
the left side corner there is a group of diseases located 
close to each other w hich are c h a r a c t e r i s e d  as being 
unserious, not condemned not lethal and not cancers. If 
one now looks at the right side corner of the triangle we 
can see all these diseases which the patients thought were 
very serious, lethal and dangerous diseases and also these 
diseases are all cancerous diseases.
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FIGURE 10
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FIGURE 10: RESULTS FROM THE MSA 1 ON THE MST ON DISEASES
CARRIED OUT BY THE CANCER PATIENTS.
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There is an overlapping at the bottom side of the pyramid 
where "multiple sclerosis" and "cirrhosis of the liver" 
which are very serious lethal diseases are located towards 
the right corner and also "melanoma of the skin" which is 
a cancer but is a treatable relatively non-serious one is 
located together with myocardial infraction towards the 
left of the bottom side.
It is apparent that cancer patients conception of cancer 
is one of being lethal and totally different from the rest 
of the diseases. It was i n t e resting to focus on the 
location of the two diseases situated under the top of "my 
own disease". These two illnesses are "cancer of the 
cervix" and "uterine fibroids". As a l r eady m e n t i o n e d  
these illnesses are exactly of the same substance with the 
only d i fference being that "uterine fibroids" is non- 
malignant. It is interesting to see that the "cancer of 
the cervix" falls on to the line which would lead to the 
right bottom of the p y r a m i d  where all the cancers are 
located and the "uterine fibroids" are fallen on the left 
side line leading to the non malignant treatable diseases.
The intriguing thing about figure 10 is that, altho u g h  
cancer patients a s s o c i a t e d  their d iseases with quite a 
number of the rest of them, cancer and non-cancers, it is 
in fact expelled on the top corner of the plot. This 
could be explained by the fact that most of the patients 
in their categories a s s o c i a t e d  their own d i s e a s e  with
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uterine fibroids and cancer of the cervix along with the 
o t h e r  d i s e a s e s  t h e y  p u t  in the s a m e  g r o u p  (this is 
p r o b a b l y  d u e  to the f a c t  t h a t  q u i t e  a few p a t i e n t s  
s uffe r e d  from g y n a e c o l o g i c a l  cancers). Moreover some 
patients associated their illness only with cancer of the 
cervix and uterine fibroids. This had probably a strong 
e ffect on the l ocation of these two d iseases and their 
"power" on restricting the "own illness" on the top of the 
plot. It is obvious that there was a great sensitivity on 
the arrangement of the points on the plot.
11.10 CONCLUSIONS
One of the p r i n c i p a l  goals of this study aimed at the 
possible evaluation of emotional distress and mood states 
of c a n c e r  p a t i e n t s ,  a l o n g  w i t h  t h e i r  f e e l i n g s  and 
a t titudes towards cancer in general and their very own 
illness in particular.
The relief of anxiety and emotional distress of patients 
is one very important issue for the people who care for 
these patients, therefore such an evaluation is essential 
f o r  t h e  a s s e s s m e n t  of t h e  c a r e  t h e y  h a v e  a n d  t h e  
effectiveness of the overall atmosphere in the hospital 
during the course of treatment.
A variety of methods have been used in the past for making 
such assessment. For example Pruyn et al (1986) used a
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variety of scales to be filled by the cancer patients ((1) 
a two dimensional scale m e a s u r i n g  the cancer patients 
n e e d s  for i n f o r m a t i o n ,  (2) a fear s c a l e  for c a n c e r  
patients, (3) a loss of control scale for cancer patients, 
(4) check list measuring complaints, (5) family support 
scale e t c .).
Others have tried to evalu a t e  p s y c h i a t r i c  disorders of 
cancer patients by using a standard psychiatric interview 
{Hopwood 1986). Lunt (1986) in his s tudy on assessing 
mood and anxiety of cancer patients used a five point 
scale to record the responses of the patients to direct 
qu e s t i o n i n g  about their symptoms, and had the patients 
complete afterwards a Visual Analogue Scale (V.A.S) for 
the same mood states.
As i-t can be seen in d i f f e r e n t  studies, n u m e r i c a l  and 
categorical scales, visual analogue scales, and multiple 
i t e m  q u e s t i o n n a i r e s  h a v e  b e e n  c o m p l e t e d  by c a n c e r  
patients.
Often the validity and reliability of these methods have 
not been demonstrated, and furthermore all methods suffer 
from, the problem of under reporting of the severity and 
duration of distress. In a situation like this of being a 
p a t i e n t  p r o b a b l y  l y i n g  on a b e d ,  t h e  c h a n c e s  of 
establishing a rapport with him are very small since his 
or her c o n d i t i o n  c r e a t e s  a g r e a t  r e s e r v a t i o n  in a n y
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external intrusion.
Having this in mind the intention of this study was not to 
reveal percentages or numerical data as to whether and how 
cancer patients are feeling or in which way they cope with 
their illness and with cancer in general. Therefore the 
interviews did not include any standard questionnaire or 
rating scales. T hey were vague q u e s t i o n s  asked by the 
interviewer and sometimes even then the patients were not 
particularly willing to answer.
It was very interesting to find out that during the actual 
interviews there was a process of unwinding on the part of 
the patients which enabled the interviewer to expand the 
interview and reveal more infor m a t i o n  about subjects, 
which at the beginning were not answered in any detail by 
the patients. A very strong example of this fact was the 
r e p e a t i n g  of the f i r s t  q u e s t i o n  at the end of the 
interview. It was really fascinating to see the way that 
patients being less reserved and less threatened, talked 
about their disease and the feelings and thoughts they had 
about it.
As for the more precise investigation for a kind of a self 
a n a l y s i s  of the p a t i e n t s  c o n c e p t u a l  s y s t e m  t o w a r d s  
cancerous diseases and s p e c i f i c a l l y  towards their own 
disease, it was again decided to use the MST.
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This versatile method would not impose on the patients any 
pa r ticular thoughts about their illness, or bias the 
results as to how cancer is perceived by them, if they are 
afraid and of what they would be afraid. By allowing the 
patients to categorise the diseases in terms of their own 
natural conceptual system, it was a valuable and reliable 
way to reveal their attitudes.
U n f o r t u n a t e l y  to present an almost immobilised patient 
with a task, whatever this task would be is not an easy 
t h i n g  to a c h i e v e .  T h e r e  w e r e  m a n y  t i m e s  w h e n  the 
researcher felt at least embarrassed if not audacious by 
asking the patients to sort out into groups a number of 
c a r d s ,  and the " a p p r o p r i a t e "  f e e d b a c k  c a m e  b a c k  by 
throwing "the task" in her face or at least by looking at 
her with a "reduced appreciation".
E a c h  and e v e r y  one of t h e  f i f t y  p a t i e n t s  w h o  w e r e  
interviewed were met daily by the interviewer for a small 
conversation. After some time these patients were waiting 
for that daily visit to talk about their worries, their 
recent p r o b l e m s  or their e v e r y d a y  activities. In the 
middle of that period the researcher was literally asked 
by the nurses to go and see some of those patients if they 
were nervous or if they had created some problems for the 
s t a f f .  E a c h  a n d  e v e r y o n e  of t h e s e  p a t i e n t s  h a d  
established a friendship with her, and they were grateful 
because somebody was talking to them.
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Some of the patients w rote a "self report" on a w e e k l y  
basis and returned it to the researcher, by descr i b i n g  
their everyday thoughts and events. It was decided that 
this g r oup of data after any technical intrusion e.g. 
content analysed or coded into general themes) would not 
be the self reports of the patients any more. Therefore 
they were left as they were, out of respect for those 
people who trusted the researcher to reveal their own 
s o u l .
Consequently this present study does not intend to support 
any particular hypothesis as to whether cancer patients 
are h i g h l y  anxious, and depressed, and this in effect 
weakens their fighting abilities towards their illness. 
This was a piece of rese a r c h  to reveal some aspects of 
cancer patients feelings and attitudes towards cancer, how 
people s u r r o u n d i n g  them interact and c o m m u n i c a t e  with 
them, and also some indic a t i o n  of how they feel about 
their own illness.
Perhaps one point that should be taken into account is the 
way they talked about their disease. Almost all fifty of 
them described it as if they knew what it was about and 
they just talked about it secretly. The importance of 
this lies in the fact that none of the experts or of the 
immediate family had told them (except a few) that they 
had cancer, since the argument whether patients should be 
told or not is still a vague issue in Greece.
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CHAPTER 12
DISCUSSION
12.1 INTRODUCTION
T h e  c o n c l u s i o n s  t h a t  c a n  be d r a w n  f r o m  the s t u d i e s  
exploring the concept of disease in general and cancer in 
particular, descr i b e d  p r e v i o u s l y  in this thesis, are 
presented in this chapter along with critical comments. 
This is followed by a discussion of how the results of the 
research may contribute to (A) the psychology of health 
(B) m e t h o d o l o g i c a l  d e v e l o p m e n t s  for i n v e s t i g a t i n g  
conceptions and (C) the area of medical education as well 
as public educational programmes.
REVIEW OF THE RESULTS
12.2 EXPERTS' CONCEPTUAL SYSTEM OF DISEASE, THEIR 
CONSTRUCTS AND THE DIFFERENCE BETWEEN DISEASE AND 
CANCER '.......... ~   '...
The first aim of the research described in Chapters 6 and 
7 was to inve s t i g a t e  the conce p t u a l  system of m e d ical 
experts with regard to diseases in general and cancer in 
particular .
In order to fulfil this aim it was decided to use a range 
of different diseases and proceed on the research by using 
the technique of the Multiple Sorting Task as the focus of
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the interviews c o nducted with the m e d i c a l  staff. The 
i n t e r v i e w e e s  w e r e  a s k e d  to s o r t  out ( c l a s s i f y )  the 
d i f f e r e n t  d i s e a s e s  a c c o r d i n g  to t h e i r  own c r i t e r i a  
therefore avoiding the possibility of influencing them in 
any w a y  as to w h e t h e r  t h e y  s h o u l d  " t r e a t "  c a n c e r o u s  
illnesses in a certain way, or compare them with other 
non- m a l i g n a n t  diseases. Their task was to c lassify 
diseases, given to them, into as m a n y  groups as they 
w a n t e d ,  a n d  in t e r m s  of t h e i r  v e r y  o w n  i d e a s  f o r  
categ o r i s i n g  diseases. It was then possi b l e  for the 
researcher to a c c o m p l i s h  three objectives. One was to 
i n v e s t i g a t e  the c o n c e p t u a l  s y s t e m s  of the m e d i c a l  
pr o f e s s i o n a l s  and to reveal any c o n s i s t e n t  pattern of 
conceptions towards disease if there was one, and secondly 
to find out the c riteria (constructs) on which such a 
conceptual scheme would be based. The third and quite 
i m p o r t a n t  t a r g e t  for this t h e s i s  w a s  to e x p l o r e  the
attitudes and beliefs of medical experts about cancer.
©
Multivariate statistical analysis of the data collected 
demonstrated that there is a common pattern across the 
different groups of nurses and doctors participating in 
the r e s e a r c h ,  i n d i c a t i n g  a r e a s o n a b l e  p r o f e s s i o n a l  
consensus existing in the Greek reality.
It should be pointed out that the nurses and doctors were 
free to choose their criteria and yet similar structures 
e m e r g e d  s h o w i n g  a s i m p l e  but s t r o n g  p a t t e r n .  T h e
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structure had the shape of a horseshoe across which the 
different diseases were arranged according to the ways 
experts had classified them.
The criteria used mostly by the experts had to do with the 
outcome (e.g. prognosis, how lethal, treatability etc.) of 
the disease. Apparently Greek experts make this 
differentiation clear between the cases which will die and 
the ones that will not. Death was revealed to be one very 
frequent construct in the experts conception of disease 
together with seriousness and treatability. Other 
constructs used by the minority of the respondents were 
the quality of life and the amount of help that they could 
give to the patients. Interestingly enough in a study 
conducted by Ray (1986) results showed that doctors gave 
fairly equal weight to survival and quality of life, 
whereas from this study Greek experts seem to give very 
little attention to the latter criterion. This could be 
due to the cultural differences as well as to the fact 
that Ray's study was limited only to Breast Cancer and 
Surgeons' opinions. Finally a small percentage of the 
sample participating in the present studies used as a 
construct the presence or absence of malignancy as the 
main characteristic for classifying the diseases into 
cancers or non cancers.
From the recognisable consensus emerging out of the 
coherent pattern across all the studies of medical
291
professionals, and from the criteria on which they based 
their categorisation, it was possible to explore the 
attitudes and beliefs of the experts towards cancer just 
from the place that different cancerous illnesses occupied 
on the "horseshoe".
In all the five different horseshoes all cancers had the 
same location across the 5 groups of experts which were 
studied. This region where, despite the site on the body 
or the seriousness of each one of them, all were 
clustered together, was described by the experts as the 
one including diseases untreatable and with the worst 
prognosis. From the figures shown, in Table 1 the range of 
percentages for actual survival concerning the cancers 
used in the Multiple Sorting Task was between 1% and 75%. 
Also Table 6 shows that treatability and prognosis varies 
in different cancerous and non-cancerous diseases. 
Interestingly enough, other diseases of equal or even 
worse prognosis than some of the cancers (See Table 6) 
were located in another region of the horseshoe only 
because they were not cancers. This is given more 
confirmation by the fact that some of the respondents used 
the criterion of being a cancer or not to sort out the 
different diseases.
One can therefore conclude from the above results that, in 
general, despite the speciality or experience that the 
medical staff have they perceive cancer in a very
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pessimistic way. This supports Cohen's (1982) statement 
that "although the prognosis for some kinds of cancer is 
better than for some kinds of coronary problems yet most 
people are oblivious of the fact" p.119. What makes this 
research of major interest though is the reality of 
revealing such results not from a lay population, but from 
the population of experts in the field of medicine.
As already discussed in the introductory chapters, other 
investigators have tried to explore this field in the 
past, like Haley and Huymh (1977), and Appel (1982) where 
C.A.S was the tool used in their research. Also Jenkins 
(1976) one of the first to apply the Semantic Differential 
Technique in the field of medicine for the investigation 
of beliefs about diseases. The main criticism of all 
these studies lies in the reliability and validity of the 
results obtained from the techniques used as well as their 
lack of sensitivity of the research instruments.
In the case of the Cancer Attitude Survey this measure 
presents the respondent with fixed attitudes and the 
responses are directly related to the existing statements 
measuring the different attitudes chosen beforehand. 
Therefore the results revealed by the C.A.S. do not show 
the respondent's own attitudes, but merely their ratings 
on different measures of given attitudes. On the other 
hand the use of the Semantic Differential Technique also 
leaves out the respondent's own dimensions on which their
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attitudes and beliefs are based. Nevertheless Jenkin's 
idea was that by presentation of a given dimension of a 
belief along a broad continuum, it was hoped the 
respondent was "more able to convey his underlying belief 
with minimal constraint..". Perhaps McIntosh had 
something like this in his mind when he stated that "...no 
matter how sensitive one's research instruments it is not 
possible to establish conclusively what people "really" 
think.."and that "...short of looking inside people's 
heads, we must ultimately rely on what they tell us they 
think.. p.196 (1977).
The present thesis aimed to improve the methodological 
tools used in studying conceptualisation and attitudes 
towards cancer and other illnesses. By using the Multiple 
Sorting Task it was possible for the researcher not only 
to reveal the constructs of the respondents (criteria for 
categorising diseases), but also to infer their own 
beliefs towards cancer as a concept and not as a single 
disease, without presenting any of the qualities to the 
respondent as being there for granted. This technique in 
a way resembles Ray's format in her research on nurses 
perception of breast cancer (1984) although some 
limitations were found. She adopted a format that asked 
the interviewers to make comparisons between breast cancer 
and other illnesses (bronchitis, diabetes, stomach ulcer 
and heart disease). As she indicates "...this approach is 
adopted by psychologists when exploring the ways in which
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people perceive or "construe" events, or topics, where the 
key dimensions of their perceptions or their "constructs" 
are not known in advance.." p.105. Ray investigated a 
single type of cancer (breast) to compare with non- 
cancerous diseases; also the range of diseases used in her 
study was very limited and it could be argued that none of 
the other diseases included in the study were as serious 
as breast cancer. Ray investigated doctors' as well as 
nurses' (1984) perception of cancer. The results she 
o b t a i n e d  f r o m  b o t h  s t u d i e s  w e r e  s o m e w h a t  a m b i g u o u s  
described as indicating "mixed attitudes" on the part of 
the nurses. From the study of the doctors the results 
"were not considered representative." This could be due 
t o  t h e  f a c t  t h a t  t h e  r a n g e  o f  d i s e a s e s  u s e d  i n  t h e  
research was very limited and also her methodology was 
somewhat vague, since no concrete research instrument was 
used.
One of the aims of this thesis as described in the Chapter 
on "Aims and Objectives" was to explore possible 
differences between groups of experts Twho had different 
educational and professional experiences. Therefore the 
samples participating were; a group of student nurses, 
another one of nurses with general training, and one group 
of nurses who specialised in cancer nursing. Also there 
were general pathologists and cancer specialist doctors 
taking part in the study.
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Having established the common consensus existing among all 
the experts concerning the conceptualisation of illnesses 
and of cancer particularly, some minor but probably 
crucial differences were found. It was noted by . the 
researcher that overall the more "expert" a group was the 
more inflexible it would be as to whether a cancer case 
would "have a chance" or not.
Specifically it was shown from the results described in 
Chapter 6 that student nurses included two of the cancers 
in the region where diseases located were characterised as 
unpredictable; which meant that these two types of case 
were considered as possibly treatable and non-lethal. 
General nurses who had a similar education but more 
experience gave "chances" only to one cancerous disease. 
Finally nurses who worked with cancer patients considered 
all cancers as doomed to die. It might sound cynical but 
the evidence shows that the closer the nurses are to 
cancer patients the more inflexible and pessimistic they 
are.
The reason why such a difference exists between student 
nurses and nurses with different experience could be 
attributed to the fact that there is a possible gradual 
decline in idealistic and humanitarian values along with 
increasing cynicism and need for personal composure, in 
the period between the time of being a student and the 
stage of actually working on what one has studied. (Haley
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et al 1977, Glasser et al 1966).
Comparing doctors with nurses, despite the common 
professional culture between them, doctors were even more 
rigid and inflexible than nurses in general. Results 
showed also that cancer specialist doctors had a very 
concrete and determined conception of cancer which was not 
optimistic at all. None of the doctors had any hesitation 
as to whether a cancerous illness would be perceived as 
treatable or at least non-lethal. It would be possible 
that this rigidity on the part of the doctors is due to 
the fact that many of them may feel challenged and 
frustrated as to the effectiveness of treatment (Ray et al 
1984). This together with the responsibility that they 
have towards the patients may have contributed to a 
possible over-reaction of pessimistic attitudes. As 
Rosser et al (1982) states "doctors elaborate on the 
problem of maintaining a balance between professional 
distance and personal involvement p.320. "...Detachment 
and non-emotional involvement cited often as a 
characteristic of the most highly professional functioning 
(Gow 1982 p.12). All this could explain the reason why 
nurses and doctors consider cancer as a death sentence for 
the patient who has it. But it cannot explain how under 
this conception and with such attitudes the medical staff 
will meet effectively the needs of the cancer patients. 
How these "... key persons mobilised by the hospital to 
deal with medical, physical and emotional needs of the
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patients..." (Hollingstead 1968 p. 217) will manage to 
fulfil their role.
The results obtained from this research concerning 
attitudes of doctors and nurses towards cancer are also of 
great importance for another area of their functioning. 
"The experts' professional and social contacts with laymen 
is considered vital for the public minds to acquire a less 
fatalistic view of those cancers of accessible sites that 
are potentially curable" {Davison 1965) p.24. The wide
influence of what they say on issues about health and 
disease puts a profound importance on their beliefs and 
opinions about cancer.
12.3 PUBLIC IMAGE ON LAYMEN'S CONCEPTION
12.3,A SCENARIA
One of the aims of the present thesis was to reveal laymen 
perceptions of cancer.
As Herzlich indicates, "the perception of different 
diseases is a process of complex psychological 
elaboration, by which the experience of each person and 
the values and information current in society are 
integrated into one significant image" (1973) p. 217.
The way people build their expectations is based on
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different aspects. A crucial point was to consider the 
relative weights of each of these aspects and evaluate the 
power they had on the fulfilment of such "societal 
expectations" respectively.
Having clarified the dimensions on which the conceptual 
system of the experts would be formulated concerning 
diseases, it was decided to use these dimensions in the 
study of lay perception of cancer. Since the current 
information in society and the formation of the values in 
the perception of diseases on the non-experts minds is 
mostly based on the specialist's judgements and decisions, 
examination of the role of the major criteria used by the 
medical staff on laymen perceptions, attitudes and beliefs 
was considered crucial for the exploration of the public 
image of cancer on laymen.
In other words, the assessment of the relative weight that 
these criteria, or dimensions used to classify diseases, 
would have in the minds of non-professionals, leads to the 
need to explore the image of cancer in Greek society.
The objective of this study was to identify the role and 
the power assigned to different aspects of disease by 
laymen. Which of the criteria would influence and 
differentiate the laymen's attitudes towards a disease, 
and which of these had the most influence over public 
judgement.
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The "structuples" from the five facets used by the experts 
to categorise diseases were the basis for the 
construction of short "scenaria", or "cases" of patients 
in a certain situation and were presented to the 
respondents in a form of a questionnaire.
The analysis of the questionnaire revealed a very strong 
result. In laymen's perception, cancer was considered as 
the most important characteristic in evaluating the 
different cases of patients. All the scenaria 
(structuples) which included cancerous diseases were quite 
differently rated in comparison with the non-cancerous 
ones. Cancer was found to be perceived by the Greek 
public as the most important parameter to characterise a 
patient. Apparently the social stigma of carcinoma is 
evident in Greece in comparison to other illnesses and 
this is of great importance for the investigation of the 
social atmosphere in which cancer patients are going to 
function and communicate.
The facet of treatability was the only other criterion 
which emerged to influence the ratings of the laymen on 
the "scenaria". One interesting point for the evaluation 
of the conceptual scheme of the Greek public towards 
disease is that people perceived "untreatable" diseases as 
more important than the "serious" ones as far as rating is 
concerned, and their attitudes were more negative. The
3 0 0
rest of the facets were not considered as important to 
influence the respondents' ratings. Therefore the most 
powerful leading characteristic to classify and 
characterise the identity of a disease is not e.g. its 
seriousness or if it's painful, but if it is cancer or 
not; cancerous diseases being literally "doomed" in the 
minds of the Greek laymen.
As Jerome Cohen'( 1 9 8 2 )  points out ".... Reality is a social 
construction, and to the extent that perspectives are 
shared and socially reinforced, they may facilitate 
adaptation irrespective of their objective truths. "If 
people define situations as real they are real in their 
consequences51. . .p. 119.
The results of this study leads to the examination of how 
cancer is perceived in "reality". The reality of cancer 
patients is quite different from the reality of a person 
with chronic emphysema or coronary disease. Despite the 
impressive medical and surgical advances in cancer 
treatment in recent years, the disease is widely 
considered a synonym for death. And the person who gets 
cancer becomes a "cancer victim". Such a person is doomed 
to die a spectacularly wretched death, robbed of all 
capacities of self-transcendence, humiliated by fear and 
agony.
From these results one tends to be persuaded that cancer
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is a great social threat for the Greek laymen, and that 
such a social stigma goes along with the illness of every 
cancer patient.
12.3.B FREE WORD ASSOCIATION
The second part of the research of the public image of 
cancer in the Greek population, was an attempt to 
investigate the association of words including cancer in 
the minds of the lay population. By using the "free 
association" technique where the respondents are asked to 
associate freely the words with any other words that come 
into their minds, no fixed responses would interfere and 
bias the results. In the context of determining 
evaluation in attitudes it is poss ible to determine 
through this method of continued association, which 
features are responsible for the positive and negative 
attitudes held by the persons responding through 
application of the associative method. Using this method 
the respondents were free to indicate what the significant 
sources of effect were. What the public in Athens thinks 
and feels about any disease is a strong determinant of its 
response to preventive, carefinding and therapeutic 
program. In order to make health programs more effective 
in reaching the public, health agencies need to plan their 
educational and promotional efforts and the style of their 
services to take account of the conscious and unconscious 
meanings people have applied to the disease being
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attacked.
The results from this research were astonishing but not 
entirely unexpected. The word "cancer" and the word 
"cancer patient" were associated by the respondents in a 
very similar way, the associated words being common for 
both these concepts. Cancer was found to elicit an 
immediate negative emotional response which differentiates 
it from all the other; illnesses; but also this fact was 
found to be extended to the patients suffering from 
cancer.
Therefore cancer patients "generally" seemed to be 
associated only with concepts connected with cancer 
itself, and therefore these patients were totally isolated 
in their location from the other patients.
The most important result was. the fact that cancer was not 
placed near the rest of the illnesses, its association 
being quite different, along with "cancer patient". This 
disease and the patient suffering from it seems to have 
acquired some unique qualities which differentiate them 
from all the other illnesses and patients.
Also another point of interest was the fact that although 
two other words which are cancers were also included (the 
words "tumour" and "melanoma"}, the actual word seemed to 
have the power and the quality of being different which it
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The results seem to be in line with the statement of 
Schmale (1982) "... the first association we make to the
word cancer is death..." p.191.
In this study a patient with cancer was placed near the 
illness away from the rest of them and the people who take 
care of patients and illnesses. This was in support of 
Burns statement that "Many people feel that these patients 
should not take up the valuable time of health care givers 
or have any treatment they need", (Burns 1982 p.4).
Social stigma of cancer is still very powerful and 
directive in the perception of laymen. And this is passed 
onto the patients who suffer from cancer. Research as 
well as clinical experience has identified the multiple 
impact that cancer may have on the individual and the 
social environment in which the individual functions. "It 
can disrupt personal functioning ability to work, marital 
and family relationships, educational plans, financial 
stability, and the general life style one aspires to live" 
(Cohen et al 1982).
In the book of Cohen, Cullen and Martin (1982) on 
"Psychosocial Aspects of Cancer" quite a few chapters are 
devoted to psychosocial and behavioural issues in cancer 
treatment, rehabilitation and continuing care. Bloom in 
his article comments on how "...social support systems and
did not share with these other cancers.
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the social networks involved in such supports are 
increasingly being identified as a critical element in the 
maintenance of health as well as the adjustment to serious 
illnesses such as cancer..." p.113.
The results obtained from this thesis concerning the 
societal conceptions of cancer in Greece, give the 
impression that the foundation which any social support 
should be built on, are still in a very primitive stage. 
People in Greece are still at a very low level of 
preparation for accepting any progress in the way cancer 
and the patients suffering from it should be treated. Any 
health programs which could possibly be scheduled from the 
Greek Government should definitely take into account these 
findings. According to the writer of this thesis any 
planned projects should start from the very "bottom" of
the problem; should reach the public through all the 
possible channels and in a great depth; should literally 
start from the very beginning of changing attitudes and 
beliefs, before therapeutic and preventative programs are 
to be thought as effective correspondents.
12•4 THE CANCER PATIENT
A PARTIAL INVESTIGATION OF THE EXISTING CONSENSUS,
FOCUSING ON THE GREEK CANCER PATIENTS, THEIR STATUS
- THEIR NEEDS - THEIR FUTURE
who suffers from cancer.
This thesis partially explored the field of the patient
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The aim was to focus on these patients in terms of their 
feelings, the distinct problems that they may experience 
during the course of their illness, and finally their 
thoughts and reactions about cancer in general, and about 
their very own illness.
The principal goal of this last study, where the sample 
was cancer patients, was mainly to outline their possible 
needs, negative feelings and conceptions that they may 
have so that a general existing status would emerge.
It is the intention of the present research that the 
information about such status should be taken into account 
in order to help such patients to adjust effectively to 
their situation and cope positively during the course of 
treatment. It has been repeatedly stated in this thesis 
that the relief of anxiety and emotional distress of 
patients is one very important issue for their own 
benefit, therefore such an evaluation may prove to be of 
great importance for future research in this field.
In reviewing the results from this investigation, it is 
worth mentioning once more that the intention of the 
researcher was not to reveal percentages or numerical 
data. During the interviews with the patients, none of 
the standard questionnaires were administered. The 
interviews were mainly "unstructured" and the questions 
served only as a guideline for the interviewer.
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The analysis of the results of the interviews was done in 
terms of the themes around which the patients were 
focusing in their discussion with the interviewer. The 
main focus of interest was on how much information the 
patients had about their disease; how did they perceive 
the atmosphere around them from the staff and fellow 
patients; their general every day life in the hospital; 
and finally their thoughts and feelings about their 
disease and their life in the future.
In summary most of the patients seemed to think that they 
did not have cancer but some other illness, although when 
the question about their illness was repeated to them at 
the end of the interview most of them gave answers which 
denoted uncertainty, threat, fear, mystery and as if there 
was "something" in their body "moving around" "over which 
they had no control". The cancer patients made a struggle 
in the beginning of the interview to present themselves as 
being a "normal patient" but they were not actually 
feeling like this. In their answers at the end of the
conversation their fear was shown; their uncertainty
amplified by their imagination gave a clear sketch of how 
they feel about their illness. One cannot be sure how 
many of them knew exactly what they had and kept it a 
secret, or whether they just suspected that they had
cancer. One cannot even suggest whether some of these
patients didn't really suspect it at all; but they
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perceived an atmosphere of mystery and general 
uncertainty. The only thing which was certain was that 
not one of them "treated" his or her illness as being a 
chronic bronchitis or a stomach ulcer, or a coronary 
disease. Would all these methods used in other studies 
with the variety of scales to be filled by the cancer 
patients ever bring into light this tragedy? How are they 
going to alleviate their anxieties if their own defence 
mechanism is to pretend that everything is OK,? But in 
fact even this mechanism disappears when it comes to their 
real thoughts. Would Fruyn's (1986) two dimensional scale 
measuring the cancer patients needs for information ever 
reveal anything valuable? Would these patients ever say 
that they need information! The interviewer does not 
think so, because it seems that these patients need to 
hide themselves from any type of information about 
themselves. Yet this may not be the reality. It is 
probably the way the information is passed to them that 
they do not want. How and in which "tone of voice" would 
a doctor pass the diagnosis and the information about his 
disease to a cancer patient when he looks at him as if he 
is already dead.
What could a structured "fear 
or a "loss of control scale" 
people? Would they ever use 
the questionnaire? There is 
scales would confuse both
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scale for cancer patients", 
possibly reveal for these 
logical thinking to answer 
the impression that such 
the respondents and the
researchers. These comments are not against the scales or 
the questionnaire being used with cancer patients. The 
only difference is that such scale of measurement should 
be administered to patients whose contact with the medical 
staff is direct, and who are able to communicate in a 
logical way their worries and fears. It seems that in the 
present situation everybody is hiding everything from 
everybody. And yet everyone knows the "inexorable truth". 
From the analysis of the rest of the data results showed 
that in general patients did not express substantial 
complaints or satisfaction with the treatment they had 
from the medical staff. In fact patients seem to be 
rather pathetic about this issue. The atmosphere they 
perceive in the hospital seems to satisfy them, but in 
relation to a general undertone of passivity there was 
little left to be said in terms of their particular needs.
Nevertheless from the personal reports that were handed to 
the researcher some quotes give an idea of the feelings 
the patients were experiencing and their sense of 
isolation.
"...The doctor said I look fine. Nonsense...! look like I 
feel and it smells too..."
"...Absolutely alone facing the unknown, I am already a 
corpse..."
"...But I have to try on my own and balance my 
feelings....and stop thinking about death"
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"...Who can tell you what to do? Who can help? It's you 
who is dying not them..."
Reports from cancer patients
Alexandra's Hospital. Athens
In January 1985
These patients needed to be close to other people and 
communicate with them. Their response to their fellow 
patients was positive and it was clear to the interviewer 
that they needed company and that they felt quite relieved 
when they could meet other people suffering like them. 
Future plans which in a way would reveal their attitudes 
towards their lives seem to be limited to being close to 
their families. The patients did not seem to feel that 
what ever they had was temporary.
Obviously from the overall analysis it was shewn that 
despite what they thought they had and no matter what 
direct information, or no information at all was made 
available to them, the general atmosphere was a little 
shady for them and there was a clear numbness in the way 
they were behaving.
Hopwood (1986) and Lunt (1986) in their evaluation of 
psychiatric disorders of cancer patients, and in the 
assessing of their mood and anxiety, would probably end up 
with an increased percentage of psychotics and 
schitzophrenics. But yet the overall situation that these 
patients are forced to function in could be characterised 
as paranoid. In the attempt made for the exploration of
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the patients' conception towards cancer and towards their 
very own disease the method of the Multiple Sorting Task
was used again. The few patients who were able to co­
operate in this task revealed some very interesting 
results. To begin with, none of the patients used 
criteria which would apply to their own condition like the 
criterion of pain or immobilisation. They used death, 
damnation, seriousness, and cancer as criteria in 
classifying the diseases. This fact confirms the argument 
concerning the doctors' influence on the lay perception, 
since all of these criteria were found on the medical 
staff's judgements. Furthermore, the criterion of the 
diseases being similar or dissimilar to their own was used 
by most of the respondents, mainly because they had to 
classify a card with the words "my disease" on it. It was 
impressive to see the first revelations of how the cancer 
patients were trying to hide their fears shown in the 
analysis of the MST. The "own disease" was located on the 
plot far and away from the rest of the diseases, and the
rest of the illnesses were neatly classified into cancers
and non-cancers; the cancers being described as lethal and 
totally discriminated from the rest of the illnesses. 
This result coincides directly with the fact that these 
patients perceive their illness as being something vague 
and cloudy which they cannot describe but they are afraid 
o f .
In conclusion this study did not reveal results from
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numerical and categorical scale or answers from multiple 
item questionnaires completed by cancer patients. This 
study did not even show any percentages as to whether and 
how cancer patients cope effectively with their illness. 
Nor has this study intended to support any hypothesis as 
to whether cancer patients are anxious, depressed or they 
have a giving up reaction to their disease which in effect 
influences the treatment and the prognosis. This was 
merely an attempt to outline in general feelings and 
attitudes of cancer patients in Greece, which would be 
fruitful to be taken into account by institutions 
responsible for the patient care and the health service.
In the opinion of the researcher before looking at these 
patients the health program should look and educate their 
"surroundings" which should include professionals and non­
professionals who have inevitably an everyday contact with 
these "victims of destiny" . If this can be done and the 
general attitudinal scheme about cancer can be 
demythisised, then the cancer patient will perhaps start 
perceiving some more realistic and positive concepts from 
their social environment.
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12.5 CONTRIBUTION OF THE THESIS TO THE FIELD OF HEALTH
AND IMPLICATIONS FOR FUTURE RESEARCH
12.5,A THE UNDERSTANDING OF THE PROFESSIONAL APPROACH 
TOWARDS" DISEASE
The research of the conceptual schemes of the medical 
staff in Athens revealed some points which could prove 
valuable for the development of health services in Greece. 
The acquired knowledge of the constructs that experts use 
could help in the understanding of their general approach 
towards illness and patients as well as to more particular 
issues of interest in the psychology of health. Mainly, 
the constructs used to classify diseases by all the groups 
of experts were concerned with survival and prognosis. 
The common pattern of categorisation referred to the 
outcome. Therefore this way of thinking will unavoidably 
lead these people into pessimistic attitudes, since 
conceptual schemes are directly linked to attitudes and 
beliefs .
If they perceived in terms of, for example, the systems of- 
the organism, or pain, or different therapeutic techniques 
available for the treatment of the different diseases, 
obviously they would be more relaxed and not so aphoristic 
towards certain illnesses which they are not sure whether 
they can cure or not.
It has been stressed recently that communication of
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professionals with the patients is part of the treatment 
and it is in a way "good medicine". (Kusinitz 1986). Yet 
it has also been pointed out that "...the medical 
profession is not good at communicating with seriously ill 
patients and their relatives...". (Buckman 1986, p. 332); 
and it was suggested by the writer that this could be due 
to the lack of training that the doctors have on such a 
skill. This research suggests that perhaps the 
exploration should be sought mainly in the ways that the 
general education of medicine is being transmitted to the 
medical students and nurses so that they end up with such 
bipolar perceptions as to whether a disease is curable or 
not and lethal or not.
In the literature about cancer patients and the support 
they should be given, a lot has been said about the 
psychological support coming from the doctors and the 
n u r s e s  { R a y  1 9 8 6 ,  W a t s o n  1 9 8 6 ,  B u c k m a n  1 9 8 6 ) .  T h e  
doctors, who have really the control of the disease who 
will decide what to tell the patient and who should talk 
with the patients about their feelings. Then the nurses, 
who have the abilities, by virtue of being close to the 
patients to support emotionally the patients and 
facilitate their coping with the illness.
The monitoring of coping in the cancer patient is vital 
both for the patient and the family. According to Lee 
(1986) both doctors and nurses may be involved in
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monitoring the patient's ability to cope. Such clinicians 
need to be trained to look for the characteristics of 
cancer patients who fail to cope, training should include 
instruction in interviewing techniques. They need to be 
taught to ask open questions. "The clinician requires 
adequate knowledge and sensitivity." p.121.
Psychological adjustment depends partly on the patient and 
his or her psychosocial environment and partly on medical 
factors related to illness and treatment. The aim of 
monitoring coping is to identify the patient's 
difficulties and extra needs during the course of the 
treatment and help them achieve a quality of life that is 
acceptable to them.
Throughout the time of hospitalisation one's reality 
changes. Suddenly one is forced into contact with people 
one does not know, machines that can appear frightening 
and events that are almost entirely out of one's control. 
The effect of finding oneself dependent on doctors and 
nurses is of considerable importance (Lambley 1987 p.163} 
though it is pointed out this may or may not be ,a 
distressing experience, depending on how skilful medical 
staff are at providing comfort and support and on how much 
time they have to do so.
The writer is now convinced and suggests that sometimes 
the attitudes and behaviour of doctors and nurses can be a
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source of distress on their own. It is very probable that 
the professionals may contribute anxiety through their own 
feelings. If they are emotionally unable to cope with the 
situation they may feel harassed and distressed by their 
patients and they may react by being defensive and cold. 
They also may be warm and caring when all is going well 
and they feel on top of the task, but they may be abrupt, 
ignore or avoid a patient's emotional need if a relapse 
occurs and they feel they have failed the patient.
A challenge may very easily turn into a threat and 
unfortunately cancer has been proved to be a threat and 
not a challenge for the medical world of Athens. It seems 
that coping with cancer can be as distressing to a doctor 
as to his or her patients and this may affect relations 
between the two. Also it should be kept in mind that most 
doctors do not even tell their patients their cancer 
diagnosis, and psychological aspects of illnesses are 
still not recognised as important factors for survival in 
Greece. And the same goes for the recognition of the 
right of patients to information about what is happening 
to them. This being quite clear from the way the cancer 
patients who were interviewed were confused and left in a 
misty atmosphere of the uncertain. The rationale may go 
something like this "it is cruel to take away hope, but I 
can't talk truthfully about this illness without taking 
away hope, and I don't want to tell lies, so therefore I 
can't talk to the patient at all..." (Buckman 1986) p.166.
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Cancer in the minds of the Greek experts equals death, 
therefore the way they conceive the patients suffering 
from cancer is identified with one of a person who is on 
death row. The scene is easy to picture. Patients 
suffering from cancer have the least communication 
possible. Doctors are trained to behave calmly in 
emergencies, suppressing any panic that they may feel. 
However adopting the model of the calm efficient doctor 
may lead to the idea that the good doctor does not express 
any emotion. Therefore when a doctor fears that the 
patient will end up dying, he will try to contact the 
patient less, so that he will not get in the position to 
express sympathy or loose composure at the moment of 
death. In the case of cancer "the item is death". 
Therefore it seems that talking about his illness with the 
sufferer implies the social taboo of talking about death. 
Another point of interest is the denial of illness and 
death of doctors. Some psychologists believe that the 
reason for taking up a medical career is the feeling of 
invulnerability that comes from working among the sick 
while being healthy (Buckman 1986). "Whether this is a 
major or minor motive it is certainly much easier to 
defend the illusion of invulnerability by keeping at a 
distance from the patient." p. 166.
It has been repeatedly said in the present thesis that the 
nature of human functioning with regard to health and 
disease is a holistic one and can be separated into
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biological, psychological and social components only for 
heuristic purposes. In the real world the human acts and 
is acted on as a single unit in which such elements are 
interconnecting parts of the whole. The concern should be 
focusing not only on the human values which demand 
attention concerning the serious psychosocial consequences 
of cancer but also on the conviction that there is a 
"scientific responsibility" to address these issues as 
fundamental to the study of cancer in all its forms.
The formation of a conceptual system concerning the 
disease is not something which happens by accident or 
exists in the genes of the human being. As Buckman 
indicates "We are very conscious of our training, it is 
prolonged and the habits we pick up during our training 
are often so powerful that we tend to be very resistant to 
abandoning them p.168. Most of the medical school
curriculum is dedicated to the diagnosis and correction of 
organic conditions. The problem may lie in the fact that 
so much time is spent on these aspects of training that 
perhaps the medical students do not realise that a lot of 
their time will be spent dealing with situations where 
their knowledge of therapeutics has less to offer. A 
person who is unprepared for therapeutic failure will find 
it unpleasant and will avoid that patient in favour of one 
for whom therapeutic skill may be of value.
The power of being a doctor among patients is one which
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very few would decide to abandon; and this power mainly 
depends upon the grandiose of the magic of making somebody 
well. Who has the courage to talk about a disease which 
may be curable and may be not? Who will stand in front of 
a patient and talk about his hopes and not about the 
certainty to make him well? Cancer suddenly came up to 
shake the doctors' image. But then of course this 
happened some 100 years ago. From then on doctors 
conquered cancer in many ways. However still cancer is 
the enemy of the medical status.
It is therefore very clear that doctors create their 
conceptual systems so that their stand will remain 
completely unaffected. What is the possible outcome of 
this disease? Do they do their magic - already being 
checked - and "what a miracle"! Everything is corrected? 
Or is it that this illness has not yet shown all its 
secrets to them, so they can't have total control over it. 
If one thinks about it, by classifying according to 
prognosis and death, doctors are not really responsible 
for the course of the disease... But is it their mistake, 
haven't they learnt to think of curing diseases. And 
haven't they learnt to be the "magician of the tribe"? 
And the magician can never be mistaken, therefore he 
cannot take responsibility for something he cannot be sure 
of its outcome.
In this traditional frame of thought, despite the fact
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that many types of cancer are curable, nowadays cancer is 
still considered lethal in the minds of experts. In that 
line, no matter what the outcome of this disease may be 
the status of good specialists will remain unaffected; and 
so the vicious circle goes on, And the nurses, the 
"helping hands" of the doctors the persons who function 
according to doctors orders are there to follow.
A n a r t i c l e  w i t h  t h e  t i t l e  o f  " T h e  e f f e c t i v e n e s s  o f  
Specialist Nurses as Oncology Counsellors" by M, Watson 
1986 talks about the idea that nurses besides their 
secondary role of executing doctors orders have the great 
advantage of having a closer contact with the patients 
than anybody else.
The emerging issue of communication between the patients 
and his environment bring the nurses into the scene as 
the main protagonists. Group therapy, supportive 
programs, intervention by psychologists and counselling by 
specialist nurses is thought to help to prevent problems 
from arising or reduce distress (Ray 1986). But these 
facilities are not widely available. Therefore in 
practice most patients will have to rely upon doctors and 
nurses responsible for their routine care. The ideal help 
which a nurse should be able to give to the patient is 
mainly emotional support in all possible ways, discuss the 
patients worries and encourage the patient to express 
feelings. In this way she would provide the opportunity
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to ventilate emotions. All this together with the 
opportunity given to the patient to ask questions about
his situation would help him or her to feel he/she has
gained some control over his/her disease.
The most consistent finding emerging from both actual 
research and clinical experience is that survivors are 
willing to fight cancer (Lambley 1987}. "Findings about 
the psycho logy of survivors reveal a zest for tackling 
their problems and a strong will to survive". Survivors 
offer the following advice, according to one report "Stay 
busy, express your feelings, communicate your worries, 
stay active and get as much information as you can about 
what's going on..." p. 168. Lambley 1987.
These patients who one should teach how to fight cancer, 
and survive, these patients with whom one must communicate
and support them emotionally, unless they are idiots they
have a cognition. "And through their cognitive processes 
they appraise each ongoing and changing transition in the 
environment with respect to its significance for their 
well being. This appraisal includes judgements (conscious 
or unconscious} about environmental demands and 
constraints as well as about the person's resources and 
options for managing them" (Lazarus 1980 p. 164).
The environment in cancer patients' situation is the 
hospital with its staff; and it is of great significance
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for the patients. And there, there are doctors and nurses 
who avoid talking to them, to inform and to communicate in 
general. What does that mean to the patients, where will 
it lead them? How are they going to fight something that 
the experts do not seem to be able at least to confront? 
Consequently the issue of communication, and emotional 
support of cancer patients in Greece is out of the 
question in this present situation. Even if the will and 
the theoretical idea is there the reasons for failing to 
communicate helpfully with the patients are clear by now.
It is strongly suggested that the way the professional 
experts of medicine conceptualise disease does not allow 
them to function properly with their patients. It is 
proposed that major changes should be made in the medical 
and nursing teaching. This does not imply a change in the 
actual textbooks but a total abandonment of previously 
held beliefs and standards concerning the skills and the 
targets the doctors and the nurses should set for 
themselves and their patients. It is strongly recommended 
that the conceptual schemes that today the experts have, 
should be changed so that they can function effectively-in, 
the great operation of curing people. And no one other 
than a nurse or a doctor should master properly and 
effectively the art of communication. If this is missing 
and it is implied that it is, part of the treatment is 
lost.
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Of course there are some single cases of the medical staff 
who are the shining exceptions to the rule and are superb 
at being able to handle and communicate with all their 
patients. But a hospital is a complex psychological world 
in its own right and all the professionals are exposed to 
the general policy of functioning. One cannot rely on the 
single personal talent of functioning. These are policies 
which are a must for the field of health and as such it is 
of prime importance that they should not only be taught to 
medical staff, but become second nature to them. Thus, 
the boundaries of "Good medicine" will have been set and 
the medical staff would then be justifiably open to any 
kind of criticism.
12.5.B LAYMEN'S PERCEPTION OF CANCER AND THE IMPLICATION 
OF EARLY DETECTION - PREVENTION AND SURVIVAL
Jerome Cohen (1982) commenting on the "Response of health 
care systems to the psychosocial aspects of cancer” 
points out that "there has been a paucity of research 
dollars available for the investigation of these aspects 
of cancer...and yet the impact of cancer on the individual 
and the social environment where he functions is still 
there. It is unlikely, he says, that those associated 
with the continuum of cancer care have not been aware of 
the tremendous psychosocial impact. Perhaps this research 
is associated with "palliative” rather than curative 
methods of intervention and seems less urgent to those
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directing research efforts. Such perspective suggests a 
conviction that cancer will be cured through intervention 
aimed at the biological basis of the disease without undue 
concern about the psychological and social elements that 
may be involved. (.>.111)
Too often when the psychosocial dimensions of cancer ate 
referred to, what is meant are those dimensions related to 
cancer treatment, rehabilitation and continuing care. 
What is not included or unfortunately often forgotten is 
that there are other dimensions in the cancer management 
spectrum which have profound psychosocial implications 
particularly those relating to primary prevention and 
early detection.
The results from the studies on laymen's perception of 
cancer are of great importance for the general management 
spectrum of cancer.
The Greek public consider cancer as an illness which has 
no hope of being conquered by the sufferer or the 
experts, and that as a concept is mainly associated with 
words which imply the "big end”. The implications of 
these findings for the interventions which health care 
systems will consider in planning for health care are 
apparent.
The term cancer is used broadly by experts and non-experts
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to cover 40 or 50 different types of tumour, each with 
very different characteristics. How many of the laymen 
know that the proportion of tumours cured can vary from 1% 
to 99% according to the cancer type (Stoll 1986), that 
incurable cases can range from an indolent condition 
growing slowly over 30 years to a bushfire course over a 
few months? In the public mind there is no such 
distinction, the word cancer represents a death sentence.
If one considers Cullen's proposition of the cancer 
management area as a horizontal sector in time, proceeding 
chrono1ogica 11y from prevention through detection, 
diagnosis, treatment, rehabilitation and continuing care, 
the better interventions are the ones during which the 
health care system and the public are coming into direct 
c o n t a c t .  T h e y  a r e  i n t e r v e n t i o n s  w h e r e  m o s t  o f  t h e  
interest of research plans have their focus, that is from 
the moment of diagnosis of cancer up until rehabilitation 
and continuing care.
Yet psychosocial issues associated with preventive 
medicine should be taken into consideration and this is 
where the findings of the research on laymen has a 
contribution to offer.
Much has been said about the relationships of early 
screening and detection to the reduction of mortality from 
cancer. However it is meticulously outlined (Bloom 1982,
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Cullen 1982, D'Onofrio 1982 and Kegeles 1982) that there 
are numerous gaps in the informational base relating to 
the human element in this process, including how to 
motivate the public to respond to health education 
suggestions, or even to perceive symptomatology with 
responsibility thereby guarding against the progression of 
an unnecessary life-threatening disease.
There may be broad complex social dimensions related to 
the prevention of cancer. It is suggested that the very 
first target for the Greek population should be to create 
organised plans of educating the public, examine what is 
known about attitude and behaviour change, and match that 
knowledge with the "target audience" and their particular 
needs, traditional beliefs and attitudes over cancer sc 
that slowly but surely this atmosphere inhibiting cancer 
prevention early detection and survival will be changed. 
How quickly and to what extent advances in prevention and 
control of cancer can be adopted in this country?
"The problem of information utilisation has been 
conceptualised as the process by which knowledge of new 
products, ideas, or technology diffuses through 
populations and the decision to adopt this or that new 
idea and/or method is made" p.297 (Bloom 1982). The 
existing inconsistencies of what is known and what is used 
are the issue of focus. The breast self-examination, the 
Papanicolaou smear, the breast Pap Smear and proctoscopic 
examinations have been shown to be worthwhile efforts in
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early cancer detection and are there to prevent and cure 
the people who are continually receiving them. But a very 
low percentage of people use their knowledge of the 
existence of these tests to help themselves.
In April 1988 Times newspaper published an article with 
the title "Fear of Cancer Costs Lives" by Thomson 
Prentice. Fear of cancer often prevents people frqm 
seeking early treatment, that could save their lives. 
According to the 40 per cent of the participants of a 
survey of public attitudes towards the disease the fear of 
cancer is "worse than the fear of death".
Thus it is futile to expect people to take in all these 
existing tests for prevention and early detection of 
cancer before the existing attitudes towards cancer 
change. All attempts should be made to help the public 
rationalise their fear of cancer, as it is fear that often 
prevents people from detecting early symptoms which may 
result in unnecessary death. Prevention has become the 
nostrum for the future; and society cannot ignore it. All 
possible efforts should be made to pass into the public 
the knowledge and help them use it more effectively. And 
most important of all allow them to function in an 
atmosphere free of insecurity and fear which will enable 
them to proceed into this new style of functioning.
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12.5.C METHODOLOGICAL IMPLICATIONS FOR THE STUDY OF
CONCEPTUAL SYSTEMS AND THE AREA OF INTERVIEWING
In the studies where the research questions focus on the 
general conceptual processes of people it is fruitful to 
explore the categorical organisation of those conceptual 
processes (Canter, Brown, Groat 1985). "The exploration 
of personal systems of classification is a part of the 
general psychological approach that places an emphasis on 
understanding the individuals own framework for dealing 
with and making sense of the world" (p.79).
Shepherd and Watson ( 1982) have pointed out that in both 
clinical and scientific operations, practitioners need to 
continue the personal meanings of others. It is needed 
they say a direct working with the individuals in their 
own terms, respecting their abilities to formulate ways of 
thinking about the world and their experience of it. This 
contrasts with the use of standard questionnaires or 
structured interviewing procedures in which the researcher 
has formulated views on what the respondent will wish to 
comment upon, and so the researcher is in effect checking 
the extent to which the respondent will endorse the 
experimenter's speculations.
Emphasis on the need to understand the conceptual system 
of the individuals being studied has been shown by many 
writers starting from Kelly (1955). Szalay and Deese 1978) 
state that the starting point for understanding the
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respondents actions in the world is the conceptual 
framework of constructs and the categories used by the 
respondent. Furthermore, social psychologists, in 
studying the role of situations in human behaviour have 
established the importance of the interpretations people 
make of those situations in which they find themselves 
(Argyle et el 1981) according to their own categorisation 
schemes.
In the present thesis the research questions concerning 
the conceptions of the medical staff towards cancer and 
illness in general was a very sensitive one as to how the 
respondents would be approached by the researcher so that 
what they would say would not be because they thought it 
was socially desirable.
By using any type of questionnaire including the semantic 
differential -- which is the most popular on studying 
beliefs about disease - there would be constraints 
regarding the concepts that people would reveal by 
providing them with a set of terms to which to respond and 
by giving precise instructions as to how that response can 
be structured.
In facing this problem the researcher felt the essential 
need for a procedure that would allow some possibility for 
the respondent to frame his or her own answers in order to 
establish their real conceptual systems. Open-ended
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procedures where, through relaxed talking with the 
respondent concepts that they use in a particular context 
are revealed could be considered the best way to establish 
unbiased results.. Yet, the allowance of the interviewees 
to express their own view of the issues in question but 
still providing information that is structured enough for 
systematic analysis would be more effective for a 
research. The multiple sorting procedure seems to fulfil 
both needs.
The MST neither imposes any concepts or questions already 
chosen from the researcher like in the semantic 
differential nor a view of the 1ike1y stcuctu re and 
content of an individual's conceptual system on the 
interviewee as it is the case in a repertory grid. It 
allows the exploration of both the nature and the 
organisation of concepts about any issue, maintaining the 
freedom and open-ended qualities.
Therefore the MST is a fruitful methodological tool in the 
field of interviewing in general. Research where 
interview is the methodological instrument of the 
investigation, and when open-ended questions in a relaxed 
way are needed it is very often to collect unanalyzable 
material. The importance of the multiple sorting task 
lies in the fact that it provides a way of focusing in the 
discussion which guides and structures the material 
produced without undue constraint. This procedure
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provides a focus, yet allows other related material beyond 
that generated by the sorting to be noted (Canter and 
Comber 1985). Sorting procedures of various types have 
been used most frequently in the environmental psychology 
field, perhaps because they enable researchers to use 
illustrations and other visual material which are 
difficult to accommodate within other procedures (Ward 
1977, Groat 1982). Yet according to the researcher the 
MST proved to be quite valuable in the investigation of 
the field of health.
There are other areas where MST could prove of great 
usefulness in the fields of social functioning. For 
example in the censorships authorities. An investigation 
in the public where the task to be sorted would include 
scenes from films, or phrases from books and articles 
including offensive ones so that it would be possible to 
reveal the public's salient categories and the general 
pattern of assignments they use to evaluate these 
elements, therefore the authorities would have a general 
framework on which they could base their judgements. In 
politics the structure of political judgements of the 
population of a country could be revealed by presenting 
them with all the subjects included in a political 
campaign (like education, unemployment, defence etc.) and 
identify the conceptual systems according to which the 
people make their political judgements.
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Pollution is another area where the MST could help the 
authorities evaluate conceptions of people in the 
different subjects of pollution and organise the 
appropriate campaigns with the package of information 
needed for the public.
3 3 2
FUTURE IMPLICATIONS OF THE RESEARCH
The present thesis having explored the conceptual systems 
of professionals, proposes research investigation of other 
populations in the area of medicine. The challenge to 
examine the differences as they relate to education, 
attitudes and behaviour should lead to cross cultural 
studies on conceptual systems. Specifically such research 
would give the opportunity of c o m parison bet we e n 
conceptualisations across countries where the health care 
systems function differently, and the medical training of 
experts is organised around other issues and priorities. 
In this way perhaps different attitudes and beliefs about 
disease could emerge and help in the evaluation of the 
different institutions of health across all the aspects of 
the field.
Such knowledge, and even more the matching of information 
about different educational and intervention programs 
could lead to more effective contributions to the program 
planning for cancer control.
A second point which is of interest which should be 
mentioned, concerns that group of people who have been 
through the process of being a "cancer patient" and are 
now cured. They could probably serve as a great source of 
information to the area of research in cancer. Many 
have recently focused on cancer patients and the various
pieces of advice they could give to other fellow patients 
as counsellors and educators (Cox 1986, Kusinitz 1986, 
Van Den Borne 1986).
It could prove worthwhile to explore the conceptual schema 
of cured patients hoping to reveal a pattern stripping 
cancer of its fearful qualities. New dimensions could 
then emerge concerning the way of conceptualisation of 
diseases in general and cancer in particular.
Finally one last suggestion for the future is related to 
another disease which shares the pedestal with cancer in 
our times. Both cancer and AIDS cannot guarantee a 
positive outcome to the suffering patient, at least up to 
now. Added to that uncertainty comes the fact that from 
the moment of diagnosis an inexorable isolation is imposed 
upon, the patient in every possible way and by every 
possible non-sufferer. In the present thesis it was 
revealed from the results of the study on the laymen 
perceptions (study of scenaria), that a patient is 
classified and evaluated by the laymen according to the 
type of disease he or she has. The emerged weight of this 
dimension against all the others (e.g.pain, seriousness) 
confirms the conviction that the isolation of a patient 
who suffers from a disease attracting great publicity at 
the moment could be an inevitable fact. This isolation is 
far greater for people who are HIV positive for whom the 
onset of the disease is not yet a real fact, (an onset
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which has not yet proven to be unavoidable). The 
infectious image of a person who is HIV positive has been 
much publicised by the media - and rightly so, in terms of 
prevention - resulting in his/her being deprived of even 
the simplest kind of physical contact because of panic and 
hysteria.
Susan Sontag published recently a book on AIDS and its 
metaphors, following her other book on cancer (“Illness as 
a Metaphor 1979“) where she described how the metaphoric 
trappings of having cancer results in inhibiting people 
from seeking treatment early enough, or from making a 
greater effort to get competent treatment.
In the same way it is explained in her new bock how " a 
predictable mix of superstition and resignation is leading 
some people with AIDS to refuse antiviral chemotherapy, 
which even in the absence of a cure has proved of some 
effectiveness..." (from Guardian March 10th 1989).
At this point in order to avoid the deprivation of a basic 
human need (physical contact) and in order to make things 
clearer about AIDS, a fair amount of attention should be 
given to demythologise social functioning with HIV 
positive people; thus reducing their isolation allowing 
them to get on with their careers and augmenting their 
chances to stand strong and fight the forthcoming of the 
the actual illness.
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The way in which the conceptual scheme of cancer was 
explored in this thesis can be useful to the emerging 
field of research concerning AIDS carriers and AIDS 
sufferers, so that the same social misconceptions can be 
prevented in time. Such an early focusing on the issue 
would probably result in decreasing the existing "punitive 
measures that frequently identify the patient rather than 
HIV as "the" enemy" (Watney, S. 1989).
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EPILOGUE
I X .  M  erct t ovroov 8e irdvrwv peya, av rexpppiov 
cpavelr] avv 5 rfj ovcrip rrjp reyvrjp, el Ti? xaXojp 
IrjrpsvcDV rrpofrayopevcriop rotavrr)? pp cnroarairy 
xeXevwv rolcri vooeova’i ppSev oyXeioOau Kara 
Sidvoiav iv to) orrevSetv d<fiuf£<r0ai ip Kai.pbv 
from]pip7' pyevpe&a yap a yp p  & TVV 6 vyielpv. 
xal n'poarafrcropevop ye  1 ov Siapaprpoet’ avrol  
pev yap ol vofriovrep Sid rqv dXyeivpv SidFeo'iv 
drravSiovrep ecovrovp r e  . . .  8 peraXXdo'crovcri 
10 Tijp fojr/?*
I . Xpovop io r lv  ev <o tcatpop, xal xaipb<; iv  a> 
ypbvcp ov  7roXy?* laKecrt? ypovco, e o n  Se iyolxa 
Kai if at pp. Set y e  p fo  ra vra  elSora pp Xoy copco 
it pore poo nriOavcp rrpocreyovra hyrpeveiv, dXXd 
rpijBjj peril Xoyou. 6 yap Xoy tar pop pvi'jpp rip 
i o n  orvvQeTiKT) row per aloSpcnop XpehQeoronr 
ifa v r a o id d q  yap ivapyecop p aiodpcnp rrpofraOpp 
xal dvairopirbp iovoa  ip Stdvotav rcbo irrroreei- 
pevonr. rj Se rrapaSe^apetnj rroXXaxip, olp ore 
iO oxoLvp 1 t pppcracra, xal ip eeovrpv xaraOepevp, 
ipvypove vaev.
"...•It will appear strong evidence for the reality of the 
art of a physician, while skilfully treating the patient, 
does not refrain from exhortations not to worry in mind in 
the eagerness to reach the hour of recovery. For we 
physicians take the lead in what is necessary for health. 
And if he be under orders the patient will not go far 
astray. For left to themselves patients sink through 
their painful conditions, give up the struggle and depart 
this life.... n
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I n... Healing is a matter of time, but it is sometimes 
also a matter of opportunity. However knowing this, one 
must attend in medical practice not primarily to plausible 
theories (LOGISMOS - PR0LIPS1S) but to experience combined 
with reason. For a theory is a composite memory of things 
apprehended with sense perception. For the sense - 
perception coming first in experience and conveying to the 
intellect the things subjected to it, is clearly imaged 
and the intellect receiving these things many times, 
noting the occasion, the time and the manner, stores them 
up in itself and remembers ..,"
HIPPOCRATES.
PRECEPTS I 1-10, IX 1-10,
Jones 1972 pp. 313-325.
These are the "precepts” (orders) of Hippocrates to the 
new ge neration s of phys ici an s t o come. For 1 eft to 
themselves patients give up their struggle and depart this 
life..
My intention was to show through this research the 
possibility that patients - strange as it sounds - may be 
motivated to give up their fight towards cancer. Cancer 
has acquired fearful qualities over the past decades and 
it still painfully evokes them by the mere mention of its 
name.
Jones (1972) in translating Hippocrates notes that "It is 
remarkable that Hippocrates attached no great value to 
diagnosis". Although in his works many diseases are
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referred to by their names, their classification and 
diagnosis are always in the background, (p. IX)
Perhaps this would be the ideal principle through which it 
would be possible to avoid stigmatising diseases so that 
patients would not be labelled and therefore doomed....
20 opuco9 irrba-rrjraL. ttoO a, v %pp cvSevo<; vo<r-
yjp.aTOT ovofia, o ri u,h rwyftdvet, ivJdSe rye- 
jpau/A.ei'ov' 'rrdvrn <ydp, 6f£&<rn ev ro'io'i y^povoicn 
tou t i rrp o € i p r; p evo t o' i Kpiverai, yvdo'g Tala'tv 
£4 O.VTQICTL <n]g,etOL<TlV.
XXV....."Do not regret the omission from my account of the 
name of any disease. For it is by the same symptoms in 
all cases that you will know the diseases that come to a 
crisis at times I have have stated.
HIPPOCRATES Vol. 2
PROGNOSTIC XXV 20-24, p. 55.
Labels then were not taken into account to treat a 
disease. The symptoms and the progression (crisis) were 
the main interest for the expert to handle. The doctor 
and the patient were both making their fight to conquer 
the illness and only during the course of the illness the 
outcome would be forecasted and not just from the name of 
the disease.
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During my research in the hospital the reality of 
labelling was very cruel. The doctors ~ the "Gods", the 
controllers of the hospitals, the "men of greatest power" 
- made notes, in the medical history files of the 
patients, of every member of their family tree who had 
cancer, and in the space provided for reporting patient 
progress of the disease only CA was written as if that was 
enough to denote the type of progress the patient would 
have.
Having spent a fair amount of time with the doctors and 
the nurses, in some unofficial discussions, I dared say 
that some cancers were- curable. The answer was that: 
"this is only in the books" -- they said that even if an 
operation was successful the patient would come back after 
some time to die from metastases. Of course as for the 
Greek doctors a psychologist is not a proper scientist, 
and as they probably thought I was just killing spare
time there it was just "natural" for them to think that my 
understanding of medical facts was partial and inadequate.
The Doctors' power was omnipresent in the eyes of the 
hospital and their ability to impose what they thought was 
right, indisputable. All the people were relying on them, 
on their words, on their facial expressions, on their 
pregnant silence, as they were the only source of definite 
knowledge. As Jones (1972) comments "A Greek was always 
argumentative - even when ill - and a Greek doctor was
i
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bound to persuade his patient to undergo the proper 
treatment...... We are therefore not surprised that a
doctor wishes to impress his patients.... 81 (Vol. II, p.
XI) .
As doctors are so omnipotent, nurses tend to be the 
doctors'* servants. However, nurses are very important to 
the patients and their families since they are easier to 
approach, although they have almost no knowledge or 
eagerness to inform as well as to reassure those who ask 
for it and need it desperately.
The results of my research showed that both these groups 
of experts conceptualised diseases in terms of prognosis. 
Hippocrates has devoted a whole treatise on "PROGNOSTIC" 
as it was considered of value for its own sake.
I . T oy  IrjTphu So/i€l fd-Ql apLCTTOV €Wal TTpQVOlCLV 
iirirpSeveiv rrpoytvdsa/ctov yap teal rrpoXiymv
\ ~ f t ' i s \
it a. pa to6<jl voaeouai ra  re 7rapeovra teat ra rrpo- 
yeyovora teal rd peXXovra etrecrJat, otcacra re 
'jrapaX el wovcrtv at dadeveovre^ itcStyyevpevo'; 
m'Larevotro dv pdXXov ywdcrfceip ra  roov voaevv- 
rtou irpyypara, too're roiXpdv iiriTperreiv rov 9 
dv6 pdoirov*; <rcf)d<r auT0U9 tft) irjrptp. ttjv Si 1 Oe- 
paTreiqv dpicrra av nroteoiro rrpoeiSco9 rd io 'op eva  
10 etc rdiv rrapeoPTtov 7ra$rjp,drcov. vytiaq pev yap  
Troieiv drravra9 rov 9 votriovra9 2 dSvvarov' rovro  
yap ical rod rrpoytvda'tceiv ra  peXXovra dirofi/)-
creo-Sat rcpeo'crav dv rjv' iTretSr] Si 01 avOpcoiroi 
d-TYoOvrjcncovtriv} at p iv  irplv fj tca.XicraL rov lyrpov
vrro r ?}9 6<r^uo9 t ^9 vqvctqv3 ol Se teal icncaXeo'd-  
pevot 7rapaxprjpa ireXevryaav, ol p iv  ppepqv 
piav ^rjcravres, ol Si oXtyqj irXelova Xpoi'ov, nrplv 
7) rov lyrpov r y  "T^ XVV 7r/3G9 etcaarov voaypa  
dvrayooviaaaQ ai. yvthvat 3 ovv XPV T^ v  rotovrtov
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20 voarppidrcov1 ra<> (pvcnas, o/cbcrov virep rpv Zvvapiv 
elaiv rcov (ToijLdrcnv3 Aral t o u t  toy rrjv Tfpovoiav 
eicpav8dveiv. ovrco yap dv t l 9 Oavpidfloiro Sircauo1;  
teal Iprpos dyaOos dv ehp ical yap ov9 dlov re 
'TreptyiveaOai cri pidAAov dv Svvairo StacfouAdcrcreLv 
ix TrAeLouo? y^pbvov 7rpo/BovAevofLevo*; 'rrpo? e/cacrra, 
kgI robs (tiroSavevgskvovs re tca\ crw87)aropLevov<;
27 wpoyivdar/cayv re  xal irpoXiya) v dv air 107 dv eh].
PROGNOSTIC.
I) I hold that it is an excellent thing for a physician 
to practise forecasting. For if he discovers and declares 
unaided by the side of his patients the present, the past 
and the future, and fill in the gaps in the account given 
by the sick, he will be the more believed to understand 
the cases, so that men will confidently entrust themselves 
to him for treatment. Furthermore, he will carry out the 
treatment best if he knows beforehand from the present 
symptoms what will take place later. Now to restore every 
patient to health is impossible. To do so indeed would 
have been better even than forecasting the future. But as 
a matter of fact men do die, .... it is necessary, 
therefore, to learn the nature of such diseases, how much 
they exceed the strength of men's bodies, and to learn 
how to forecast them. For in this way you will justly win 
respect and be an able physician. For the longer time you 
plan to meet each emergency the greater your power to save 
those who have a chance of recovery, while you will be
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blameless if you learn and declare beforehand those who 
will die and those who will get better.
(HIPPOCRATES
PROGNOSTIC I, 1-27, Vol. II p. 8
Jones 1972)
Here Hippocrates warns the physician that he should be 
able to predict, and forecast from the symptoms he sees so 
that he can win respect and be a good physician. From the 
overall discussion of this thesis one can argue that this 
is in direct opposition since by giving such priority to 
prognosis, the experts may very well rniss other important 
aspects during the course of treatment of the disease. 
Yet Hippocrates considers prognosis in terms of the 
symptoms and the progression of a disease and not the 
prognosis to be the important dimension of thought right 
after the disease is diagnosed and has acquired a label. 
. . . .Plan to meet each emergency so that you have greater 
power to save those who have a chance of recovery..... 
Healing is a matter of time, but it is sometimes also a 
matter of opportunity.... One must attend in medical 
practice not primarily in plausible theories (PROfelPSIS) 
but to experience combined with reason. The word 
PROLIPS IS is directly translated into English as
this concept in relation to labelling 
the diseases which together with the "believed" prognosis 
will probably allow less opportunities to those patients 
who could have a chance to fight their illness.
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It is a matter of deontology (moral obligation) concerning 
all these people who are incorporated in the medical 
practice in general not to use their fears of incompetence 
and the challenge of their power to stigmatise illness and 
turn the technical terms into a social threat. So then 
this illness will be the "devils" or the "Gods" work which 
is essentially the same meaning that man will have no 
control over it, because then the illness acquires powers
which in the ancient times would be given the label
sacred, but in the present time it is just a stigmatised 
disease with all the negative qualities that stigma 
carries with it. In line with the above Hippocrates 
states:
I. He pi rfj 9 tepp 9 vovo'ou tcaXeopi y .79 Jkfe
OvSep Th pOL OQk'GL TOJSV d XXct) I1 9 £LQT€p7) €IVCLI
vovaroav ov8b ieptorepq, dXXti cfyvcnv pbv feyet /cat 
7rpof.ba.-crtv, oi 8 dvBpcnTVOc1 bvoptaav 6elov rt, 
rrppypa2 elvat virb tvrreipip*; teal 0av paa{.orproq, 
on ouSbv eottcev erepoiG't• teal tcard pbv rnv
ClTTOpLTJU aVTOCO'i TOV /X?) yiVOJCFtCetV TO (j€iOV
8La<T<ptj£Tai, tcard 8b rpv eviropipv rov rpo- 
7r ov rrg; tp<no? cS Iwvrat,3 dwoXXvraif ore 
10 tcaBappotorl re Icbvrat, /cal eTraotSjjcnv. el 8b Std 
t o  Bavpdo'tov Belov voptelrat, nroKkd rd lepd 
vocrppara earat tcdl ov)/i evfl &>? bych drroSet^ co 
erepa ol/8bv rjcraov ibvra Bavpdaia ovSb repa-• 
rcoSsa,1 a ouSet? vopbijec tepa etvat,
II. ’E^tot 8b Sotceovcrtv oi irpdroi rouro  t o  
vbcrppa iepd)cravT€<z rotovrot elvat dvBpoonroc 
oloi tcal vvv eurt p d yot re teal rcaOdprat - teal 
ayvprai /cat dXa^oves, ovrot Sb teal3 TrpocnroteovTat 
crcfoSpa Beoaeftees elvat /cal irXeov n  elhkvat. 
ovrot roivvv 'rrapapTce^bpevoi /cal 7rpo/3aXX6pevot 
t o  Belov rTjfy dpp^avip<? rov p p  e^etv o n  nrpocr- 
evey/cavres oxheXpaovcn, real <09 pp tcardSpXot 
ecoctlv o u8bv err tard pevot, lepov evbptaav rovro  
10 to irdBo'f; elvar tcal X o you?  emXe^avre^ irrirp- 
£etou? rpv tpatv tcarearpcravTo €<? t o  dcr(fia\e<? 
cr<f)LcrLV avrolat,
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I) .... It is not in my opinion any more divine or more 
sacred than other diseases, ...but its supposed divine 
origin is due to men's inexperience and to their wonder 
and its peculiar character. ....But if it is to be 
considered divine just because it is wonderful, there will 
be not one sacred disease but many, for I will show that 
other diseases are no less wonderful and portentous, and 
yet nobody considers them sacred ....
II) My own view is that those who first attributed a 
sacred character to this malady were like the magicians, 
charlatans, men who claim great piety and superior 
knowledge. Being at a loss, and having no treatment which 
would help, they concealed and sheltered themselves behind 
superstitions and called this illness sacred,in order 
that their utter ignorance might not be manifest. They 
added a plausible story and established a method of 
treatment that secured their own position. (Jones 1973, 
HIPPOCRATES Vol. II p. 141)
Cancer patients receive very painful and tormenting 
treatment, for a long period of time after their 
diagnosis. Yet it was my impression that the treatment 
itself, although essential, was the very proof for them 
that they were going to die. Was it only because it was 
painful? Was it because the person responsible for 
prescribing it, unconsciously emitted that it would be in 
vain?
THE SACRED DISEASE (I-II)
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During my days in the hospitals with the experts and with 
the patients I often felt incompetent, sometimes helpless 
and in many phases I questioned myself about the 
usefulness of what I was doing .... After all I was 
scared to death about having cancer myself.
This thesis is the result of a very personal inspiration. 
The pacemaker was neither the information found in 
articles and books, nor the knowledge acquired through the 
years I spent in the University. I grew up with the fear 
of cancer and in my family the word cancer was forbidden.
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Page 333
3. The method used in chapters 6, 7 and 11 (multiple-sorting 
task procedure) is proposed as the technique to use to 
investigate conceptual systems within a cross cultural 
context. The multiple-sorting procedure could also be used in 
the exploration of ex-cancer patients conceptualizations of 
cancer. Finally, the public image of AIDS and HIV could be 
elicited using these procedures. Other sexually transmitted 
diseases could, for example, be included as elements to be 
sorted in order to discover how conceptualizations of them 
differ fro the emotive disease of AIDS.
Chapters 6 & 7
4. It should be noted that when the terms "flexibility" and 
"rigidity" are used in the present context they refer to 
particular properties of the results. When the distinction of 
the disease regions was greater this was taken to indicate 
less flexibility and more rigidity in conceptualization. The 
terms are not intended to be derogatory.
Notes
Page 99
1. The MSA program provides a measure of the extent to which 
the categories of the variables shown in the item plots form 
contiguous regions; a "goodness of fit" measure. It is 
generally considered that levels of .9 and above are 
acceptable levels for this measure. All MSAs in the present 
study met this criterion.
Page 214
2. A stress measure, the coefficient of alienation, is 
provided by the SSA. Essentially it is a measure of the 
extent to which the rank order of the correlations contained 
in the correlation matrix are accurately represented by the 
rank order of the inter-item distances on the plot. A value 
of .15 or less is generally considered acceptable. However, 
the measure only provides a guide, and the best criterion for 
the acceptability of an SSA solution is based on the 
meaningfulness of the plots.
Page 172
The results from the analysis reveal that lay people perceive 
that any cancer patient, no matter how serious their cancer, 
or how "treatable" and whether their "life will not change", 
will be less "likely to be able to go to work" again, will, 
relatively, have "less future", be more likely "to be able to 
make decisions", and should, to a large degree "give up in all 
aspects of their life".
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A P P E N D I C E S
A P P E N D I X  1 
INTERVIEWING FORM FOR THE MULTIPLE SORTING TASK
The criterion for the classification of cards is written on each 
line . The numbers stand for the different cards used on each 
category.
SUBJECT
SORT NO
CATEGORY 1
1 2 3 4 5 6 
CATEGORY 2
7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 2 6
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
CATEGORY 3
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 9 3 9/1 2 5
CATEGORY 4
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
CATEGORY 5
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
CATEGORY 6
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
CATEGORY 7
1 2 3 4 5 6 
CATEGORY 8
7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 2 3 4 5 6 
CATEGORY 9
7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 2 4 
/
25
1 2 3 4 5 6 
CATEGORY 10
7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 2 2 23. 24 25
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"SCENARIO" USED FOR THE STUDY OF LAY CONCEPTIONS♦
[A DIRECT TRANSLATION FROM THE GREEK VERSION].
PROFESSION:
SEX :
AGE :
Can you please rate the scenario in terms of the following 
rating scales.; .
A
1 2 3 4 5 6 7
4— 4— |— |— |— |— i—J
not at all.
B
1 2 3 4 5
4— f _ 4 — s— 4
Able to take de­
cision for himself 
and his family.
C
1 2 3 4 5 6 7
-4— 4— f— I— l - H
He is able to make 
plans for the future.
D
1 2 3 4 5 6 7
4— I— I— I— I— I— f
Quite hopeless.
A P P E N D I X  2
He can be happy 
and relaxed.
Future is quite 
unclear therefore 
he cannot make plans.
6 7
4 - + -
not able to decide 
at all.
I
Return to work 
very soon.
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EHe can win a fight.
1)
2)
He should give up 
in all aspects of 
his life.
A patient suffers from chronic 
bronchitis and emphysema. His 
disease is considered serious and 
at the existing stage it not 
treatable. It creates pain in the 
lungs and obviously the quality of 
the patient's life will not be good 
in the future. A D E
n z i
With serious non treatable 
osteoarthritis someone decides to 
be admitted to the hospital 
because, although he was assured by 
the specialists that the quality of 
his life will not be affected, he 
suffers from pain. A D E
3 )
4 )
5)
A woman was diagnosed having 
serious cancer of the ceryix which 
is not treatable. She had not got 
any pain and she was assured that 
she can go on living without 
changing the way of her life.
A patient has a serious non 
treatable type of cancer in the 
colon. He has not got any pain but 
he will have to readapt himself in 
the demands of his illness which 
will inevitably result in 
a bad quality of life. A
A B D
r n r r ~ T
B
i i i r
Someone with a type of exzema which 
is considered one of the most 
serious ones, goes to the Dr, and 
by what he told him, he realises 
that his life will lose its good 
quality, being now affected by his 
disease. Fortunately this type of 
exzema does not produce pain to the 
sufferer and the Dr. pointed out 
that it is treatable. A B D E
i
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A man suffers from serious non 
treatable aplastic anaemia. He has 
not got any pain but, in the future 
the quality of his life will be 
b a d . a B D E
A woman suffers from uterive 
fibroids. It is not treatable and 
it is quite serious. Yet she has 
not got any pain and her life will 
continue to be of good quality.
c
Someone has cancer of the bronchus. 
The disease is serious and it is at 
the stage where it can not be 
treated. It is painful and 
obviously his life in future will 
not be of good quality.
n r
A B D
D
L  L. L  1 1 ~ 1
With serious non treatable cancer 
of the brain someone is leaving the 
hospital and although he was told 
that his life will not be 
handicapped, he has terrible
headaches. A B C D E
With a history of chronic 
consumption of alcohol diagnosis 
says that someone has got cirrhosis 
•of the liver which fortunately is 
at its first stages and with the 
proper intervention it can remain 
in non serious" levels. Cirrhosis 
of the liver is not treatable, and 
the patient will suffer from pain 
but, still, his life quality will
remain unchanged.
With a diagnosis of multiple 
sclerosis, a patient is trying to 
readapt in his life which from now 
on will be of bad quality. The 
stage is such that the illness is 
not considered as "very serious", 
and also he has not got any pain; 
and he is expected to be 
treated.
A B D E
o n
A B D E
12) A case of non serious
osteoarthritis is not expected to 
be treated but the patient will not 
suffer from pain and the quality of 
his life will not be affected by 
illness. A D E
13) A patient with aplastic anaemia
which is not a serious one and is 
treatable has now been out of the 
hospital for 10 days and having no 
pain he goes on living normally 
without any change in the quality 
of his life. A B D
14) Someo n e wi t h m u 11 i p 1e mye1oma whi ch 
is not treatable but at a stage 
which allows not to be considered 
serious, has no pain and the 
quality of his life will remain 
unaffected. A B D E
15)
16)
A patient with cirrhosis of the 
liver, not serious but still 
untreatable will have to readapt to 
new ways of living which will make 
the quality of his life bad. Still 
he is not going to suffer from any 
pain due to this illness. A
i ~ r ~ r  i
B C D
Someone has got melanoma of the 
skin. The disease is in the first 
stage, so it is not considered 
serious and it is treatable. He 
has just left hospital and having 
no signs of pain he will go on 
living without the disease 
causing any trouble in this 
life.
i  r
A B D E
17) A patient suffering from chronic
myeloid leukaemia. The disease was 
diagnosed when being at the first 
stage so with the proper 
intervention it can remain in non 
serious level. This disease is 
untreatable and the patient may 
suffer from pain, but he can still 
have a good quality of life. A D E
c n
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18) With multiple sclerosis which is 
untreatable and not serious, but 
painful a patient is at the stage 
of taking decision for his future 
since the disease will inevitably 
affect the quality of his life. A B D E
19)
;0)
1)
A lady diagnosed with cancer of
cervix is trying to adapt herself
to new ways of living. She thinks
that really this disease makes her
life of bad quality; but the stage
is such that it is not considered a
serious disease. She is not going
to suffer from pain and she will be
treated. A B C D
A case of cancer of the pancreas 
diagnosed on the first stage is not 
considered serious but it is 
untreatable. The person will be 
asked to adapt to his disease and 
its demands, which will destroy the 
quality of his life, but he will 
not suffer from pain. A B C
T ~ T
r
In the hospital someone realises 
that he is going to have a bad life 
from now on. He has got cancer of 
the colon at an early stage which 
makes it not serious, but it is 
untreatable. It has been made 
clear to him that he will 
suffer from pain. 1 B C D E
22) With diagnosed 
someone returns 
tells his wife 
reason to worry 
going to suffer 
although it is 
treatable, and 
changes in his
stomach ulcer, 
home, where he 
that there is no 
since he is not 
from pains and 
serious, it is 
there will be no 
life whatsoever.
□ I 1 J  L
D E
23) A patient with a serious non
treatable aplastic anaemia has got
no pain but the quality of his life
is going to be bad. A B C D E
c z r z n i z r
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24) Someone is trying to explain to a 
friend of his that there is no 
reason to worry about his disease 
which is cancer of the bronchus, 
since he is not going to suffer 
from any pain, and although 
serious, the disease is treatable, 
and also his life will remain of 
the same good quality.
25
26)
A B
Someone just had his second 
operation .on his leg which had 
melanoma of the skin. The disease 
was diagnosed in the early first 
stage therefore although it is 
serious, is still treatable and 
consequences on his 
because it is the 
it was operated on the 
now suffers from
without any 
life. Yet, 
second time 
same site h
pain.
A patient with peripheral 
neuropathy, serious but treatable, 
is in the hospital ready to be 
discharged. The pain is still 
there, and the quality of his life 
is not going to be such a good one 
as it used to be before he 
got ill.
D ' E
c m
A B
r X Z E Z T Z ]
D
27) With a mild bronchopneumonia, which 
is curable someone suffers from 
pain on the chest and his life is 
going to be affected qualitatively 
by his illness. A D
28) After being operated a patient with 
cancer of the brain is continuing 
his life managing to keep it at the 
same levels of normality that it 
used to be. He has got some pain 
but the case was not serious and is 
considered treatable. A B D E
29) A patient with multiple myeloma, 
which is still in the first stage 
suffers from pain. The disease is 
treatable but his life is going to 
be handicapped, now that he has got 
this illness. A B D E
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30) Someone breaks his leg for the
second time at the same side. It 
is a serious break but it is 
treatable and he is expected to 
return to his normal life without 
any consequences. Yet, because it 
is the second break, he suffers 
from pain. A B C D E
II) A patient with cancer of the
pancreas, is in the hospital, but 
he is now planning to go back home 
This illness is serious but at 
this stage, it is still treatable. 
The pain is still there and he 
suffers, and considering his 
future, he realises that his life 
is not going to be of such good 
quality from now on. A B
32) Having passed a heart-attack, a 
young man goes back to work and 
continues his every day life 
without any problem. He feels some 
pain in the chest but the case was 
not serious and he is considered 
treated A B
354
A P P E N D I X 2.
nSCENARIO57 USED FOR THE STUDY OF LAY CONCEP T I O N S .
[GREEK VERSION].
IAIOTHTA: ■
(DYAO
HAIKIA :
A
1 2 3 4 5 6 7
1— h - l — 1— 4 — 1— I
SGvtopci Get eniaepf- Hot£ 5ev 8a {.tnop&oci
tjjei otn QouAeia tou. va enioipfe^si orn 5ou-
Aeia t o u .
C<1
Maopel va nspvet a- 
nocpuosLQ yia xov 
eciuro tou Kai inv
OlKOY^VclO tou.
Aev Oa Eivai koOoAou i- 
kqvoq va noipvsi cinocpa- 
aciq t u g .
ECvai ge Gean nAeov 
va xavei ax£5ia Yict 
to paKpLv6 peAAov.
Tlautov 6ev undpxouv peA- 
Aoviikg axtGio ecoooov to 
peAAov xou eivai apcoipoAo,
D
.1 2 3 4
0 aoGevriq pnopeC va TeAeCuq aneAniopfevoq
eivai iKavonoiriP^voq 
Kai npEpoq.
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1Mnopel va Kdvei e- 
vav viKtypopo ayibva.
'Onmq napaiqpetxe k60s kAlpcikq A, B, C. D, E ty e i 5uo noAouq nou av-ji- 
atoixouv aiouq apiOpouc 1 kol 7.
0a OsAaie va eiaopaaexe axo avxLaxoixo xexpaymvoKt j l k g Q e  KALpaxaq 
pe apiOpo in yvmpq uaq;
Oi apiGpol 1 ,2 ,3 ,4,6,657 oaq poqQavs va oibasue pea cnaviqoq nou Oa 
avxanoKptvexai ainv anoijiq oaq.
1 ) ' Evaq aaOevqq naaxeL ano xpovia PpoxlilSq. H ap­
pear 1 a tou clvcu aoBapn kgi crco crcdoio nou GpL- 
OK£cai 5e Oeupeixca Qspansucapq.
PipoKGAct novo kgl uLvo'jpa !'i noiocqxa xqq 0-4 A i ) C p E
xou peAAovuiKa 5e Oa clvai kgAn . ii
r_ — !
i
2) Me aopapq aOepaneuxq oaxeoapGptxioa Kdnoioq ano-
(paaL^CL va etoaxOeC axo voaoKopeto 5i6xi, napoAo
nou tov PepaLwoav oil n Bwn xou ano 5w kcu nepa
5ev Oa aAAoiwOeL eFyaxtaq xqq appmoxuaq xou, au- A B C D
Y'
xoq novae 1 noAu. j
_ 1
3) le pid yuvaiKa feyive 5t6yvwaq oxi nctaxsL ano ao-
Papo kopklvo xnq pqxpaq nou 5s ©epaneuexai. Aev
nov6ei kgOoAou. kgi xr,v pepauooav oxi u no pet va
auvextasL xq £uq xqq xaptq va npenei va aAAa^ei A B c D E
xiq pexpi. xwpa ouvqOeieq xqq.
KaAuxepa va napaexnOst ano 
onoia5i*inoxe npoanaQeia pea 
Kni. nAa et'.vni. yniipvn nin.
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4) ' Evaq aa0£vfiq iy z i  tv a aopapo Kai a0£p6neuxo ei-
5oq KapKivou axo naxu B v t e p o . Aev novasi aAAa Ga 
npBnei axo peAAov va npoaappoaei xov eauxo xou 
oxiq anaixnaeiq xnq apptbaxiaq xou, npaypa nou, 
omoo5nnoxe, 8a Enuoepei koki1) noioxnxa Cuqq.
5) Kanoioq exei Eva EiBoq EK^Epaxoq nou Gewpeixoi 
evq ano xa nto oopapa.
fiijyE oxo yloxpo kcji ano xa Ae yopevq xou KaxaAa- 
patvEi o n  n M  xou axo psAAov 9a xociei xov npon- 
YOupEVf) noioxnxa xnq, Aoym xwv enintuoEuv xnq ap- 
pwaxiaq.
Eucux&q, Bev xou npoKaAsi novo, Kai 0 yLaxpoq xov A B C D 1:
Pep at mas o n  Etvai GspanEuoipo. £  L _ l
Kanoioq rraoxxi ano aopooo anAaaitKO avaipla nou
Be OEpancuEiai. Aev novaei, aAAa ox0 iieAAcv n A B C D X
noioxnxa xnq qmnq xou Ga Eivai k o k o.
7) Mia yuvaiKa exei ®(-vwpa xnq pnxpaq. Aev OEparreus
xai Kai Etvai noAu aopapo,
HapoAa auxa Bev uovoei koi n £wn xqq Ga peivci a 
vaAAolwtn xwpiq EritncwaEiq oxnv noioxnxa xnq.
3) Kanoioq naaxei ano xapKivo axouq ppByxouq. I! ap-
pmaxia Etvai copapn Kai Ppioketgl as axaBto 6nou 
Be pnopct va GEpanEuxeL ELvai enoBuvn Kai oruoa- 
SqnoxE n <7wf| xou axo psAAov Ga Eivai Kaxnq noio- 
xnxaq.
S) Me oopapo, aSepanEuxo KapKivo xou eykeqoAou Ka­
noioq (pEuyei ano xo voookomeCo kqi, evw xou si- 
nav 6x1 n 0^0 xou Be 0a EnnpeaoxEi, ekeCvoq uno- 
cp£pei ano (popepouq novoKEcpaAouq.
A B c D
A B c D E
   1i
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10) Ms LoiopiKO, "xoovia KaxavaAwan q AkooA" n Sl6- 
YVGjag Aset o i l  o aoGsvnQ naoxet- and KLpptaan xou 
hnatoc;, n onoia, suxuxwc;, Pplokstql axa npwxa 
ox65ia kol ps xnv KaraAAnAn napsppaan 0a napa-- 
pslvsL os jjh aopapa sninsSa.
H KLppuan xou nnaioq 5sv sivai. Gspansuaipn kol 
o aoBsvdc; 8a unowdpsL and rtovoug. llapoAa aura 
n noLdxnra irK u^rjg xou 8a napausCvsi koAh oxo 
pdAAov..
11) Ms Siayvuan "2KA?ipuvan Kara nAaKac/1 svap aoOs- 
vrjq npoanoQsL va rtpooappooxsi koxu and i lq  kol- 
voupyisq ouv9flK£Q xnc, («fi; xou nou, and 5a i;ai 
Tico g , 5s 0a sxsi i<aAfj noLOinca.
To oxddio nou 3p lose rat. s lvg l tsxolo nou n ap- 
paaxia 5s Osaocixat ncAu oofiupn> slvgl av65uvrt 
kol Ospansiiotpo-
12} Ml«5l nspCn.xwor] sAacppLGC, ooxsoapQplilOgc; 5sv npo- 
pAsnsxai. va Gsocihsuxsl, aAAa o aoOsvnq 5e 0a u- 
noipcpel and novour kol n noidoyra xnc dapc; xou 
5s 9a ennpsaoxsL and xpv naBnon xou.
a  n c a
j____L
13) 'Evap aoGevr'tc ps anAaaiLKp avaLpia nou 5sv s lvql 
oo0apn kol GspansusxaL, dxcr 3yol and xo voao- 
KOpsi.0 s5u KOL 5SKQ pdpsq KOL, X^pU VQ UnOTOSQSL 
and novouQ, ouvsxlsOl va <sl (puoloAoylkq xwptC 
va oAAq^sl n noidxnxa xnc xou.
A B C D
14) KanoLoq sxol "noAAanAouv pueAwpa" (kgpklvoq oxo 
pusAo xtov oaxwv) nou 5s GepansuscaL, aAAa sCvai 
os xdxOLo axdOLO nou 5s Geupetxm oo3op6. L\sv 
novdsi kol n noLoroia xnc Cwnq xou 8a pstvsL a- 
vsnnpdaoxn.
A B O D E
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15) ' Evaq aoQevqq p£ Kippuaq xou qnaxoq, oxt noAu 
oo$apq, aAAa napoAa auxa aQspdneuxq, 0a npdnst 
va npoaappooet xov eauxo xou oe Kaivoupyiouq 
xpdnouq <doqq nou 0a xaAaoouv xqv npoqyoupEvq 
noidxqxa xnQ*
Eutuxuq dpioq 5ev npOKEixat va unotpdpEL ano no- 
vouq.
A B D E
16) Kouoioq exet jieAavwxiKd oyko xou 5eppaxoq. H ap- 
pyaxia pptaKEiai ae npcbxo axaSto, kol yi.aux6 5cv 
8£«pelxai oopapii, kol Ospaneueiat.
M6Atq Pvhks ano xo voaoKopeto, kol pq fxovraq 
novouq nou va xou 5qpioupyouv npopAqpa o i j v e x l ^ e l  
va Cet >;upiq va xou xaAaei q apptbaxta xqv noioxq- 
xa xqq U\Q xou a to peAAov.
A B C D E
17) 'Evaq aoQevqq umxoepei. and xpdvia pusAoetSn Aeu- 
)^aupia. H 5iayvwcn syive oxa npwxa axaoia, kl 
£i(si, pe KaxaAAqAq napep3aon, Ga napapeivei oe 
pq aoGapd eruneSa.' Bs0aia, 5s GepanEueim kqi 
mGavcv va unoipdpex o aaOevnq ano xouq novouq, 
napoAa aura opyq q Cmq xou 0a pnopsoci va napa- 
petvsL axa kg Ad entneda nou qxav npiv appyoxq- 
oel.
A C D E
18) Me^OKAqpuvaq Kaxa nAanaqf eAacppta aAAa aOepa- 
neuxq kol enoouvq, o aoOevqq PptaKExai axq wa- 
oq va anocpaoioEL yta xo pfeAAov xou pid kql q 
apptbaxta xou avaptptpoAa 8a Enqpeaoet qvaaxaA- 
xlk6 xqv notoxqxa xqq Cmqq xou.
A B D
19) 'Eyive oidyvuaq ae pia Kupta o n  ndaxet ano i<ap- 
kIvo xqq pdxpaq, kol xtbpa ekelvh npoanaBeC va 
npoaappoasi xov eauxo xqq os Kaivoifrpytouq xp6-
3 5 9
nouc; Oj h q. nioieuei o n  iipayiJaiiKa auin n ap- 
piboxia xaAaxt tpv noioxnxa xnq c±onq xnq cm6 Bu 
kcil nspa. AAAa xo oxaBio etvai apxiKo, xxoi w- 
oxe va unv GcwpELxai oopapn naGnoi). Aev tipokei- 
xai va unocpxpsi ano novouq Kai 8a GspaneuxcfL,
A B C D E
20) Mia neptnruon kodkivou oxo nBvKpeaq, BiayvQaxi- 
ke os npcbxo axaBio, Kai Be QswpEixai aaPapn, aA­
Aa ouxe Kai GEpanEuoii.ni. 0 aa0£vnq Oa xpeiooieC 
va npoaapuooxEt oxqv Kaivoupvia Kaxaaxaan, koi 
axiq anaixnoEiq xnq apptbaxiaq xou, nou avano- 
ipsuKxa 8a Ennpsaaouv apvnxira tnv noioxnxa xnq 
0+1Q xou.
Euxuxmq, opioq, Be 8a unomspEi ano novouq.
A B r x.
21) 2xo voooKopx.lo, Kanoioq avaKoAunxxi 6xi ano Sw 
kg i nepa *1 O O  xou Oa sivm Bug kg An. ' Eyj:i Kap- 
kivo oxo naxu Evxepo, ere npmio oxaBio, npaypa 
nou ormalvei o n  oev 0Ewpeixat aopapo, aAAa oev 
OEpaneuExai.
’ Evivc oawBq> enianq, 6xi Ga unomEpxt ano novouq
oxo AAOV
A C n r;
22) Me eAKoq xou Giopaxau, Kanoioq eniaxpEmsi onCxi 
xou koi avaKoivwvEi otn Yuvaira xou xn oiayvw- 
oq. Tnq E^ HYEt. OIL Bev unapxei Aoyoq va avnauxei, 
scpoaov, 5e Oa exei novouq, kgi napoAo nou cLvai 
aopapo, 0Epan£U£xai Kai xtnoxa ano xov xpono Cwnq 
xou psxpi xupa 5ev 8a xgeiooxel va aAAa^ei.
A B C D
23) 'Evaq aaOsvnq me oopapn aQepanEUtn anAaoxiKii 
avaipLa Bev unowEpEi an6 novouq, aAAa n noio­
xnxa xnq Cunq xou axo ueAAov 0a aAAoiu)0£i e f  
aixtaq xnq apptbaxiaq xou.
A B D E
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24) Kdnotoq Koupsviia^si ps Kanoiov cpCAo xou xai 
xou dii 5ev undpxet Adyoc va avnouxsl
Yia tnv appuona t o p  rj onota sivai k o p k l v o q  
o x o u q  ©poyxouc, scpoaov 5s 8a urtotpdpsi ano no- 
vouq i<ai, rcapoAo nou eCvaL oo3apn, Bspancus- 
xau
E^dAAou n Oon xou 5sv np6K£ixai va ennpeaoist
ano xpv appiboxia, napapsvovxaq oxa naAa inc A B C D E
snCneda. i i
25) Kdnoioq skgvc xqv Ssuxspn syxstpnon axo nodi
xou nou c(.xe psAavaiu<6 6yko xou 5dppaxoq. H
Biayvtooq sytvs oc apyj-KO ox65io kl snopsvmc,
napoAo nou etvat. oo3ap6, Gspaneucxai kol x u -
piq KapCa snlniaan yia in can xou oxo psAAov. 
Eneidn ojjwq sivai n deuxspn syxsCppon, uno- A B C D
7^Hi
<J?£p£l GUO TIOVOUQ.
I11f
i
26) ' Evaq aoOevr,q ps nspKpspsiaKn vsupondQsia, oo~
papn aAAa Qspansuoipn> elvai exoipoc va 3yei
and xo voookomslo. Hovdsi, kol n noioxnxa xqc, 
'CmC xou 5e 9a eivai dao saAd r,xav npiv rqv A B C U
appuoxia xou.
i 1
i j
27) Ms eAatnpid Ppoyxonveupovta nou Sepaneuexai na­
no ioc unotpspsi and novouq axo axnBoc nai n 4rin A B C
T) E
xou 0a snnosaorsl not.oxi.Kd and xpv appdaxia xou.
28) Mexd xnv eyxetpnon dvac aoBsvnc ps kapntvo oxov
SYKStoaAo o u v s x l^sl xt] £wn xou Kaiacpspvovxac va
xpv Kpaxnoet oxa idia snlnsda nou slxe ouvnBr)-
oei npiv appuoxnosi.
A B c Dilovdsi, aAAa n nsplnxwan 5ev sivai aoftapr) nat
E
GswpsLxai BspansuoLpq.
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29) Kdnoioq pe noAAanAouv pueAwpa ( k g p k l v o  axov 
pueAo xwv oaxuv), nou. 3pioKexai oe npibto
Ctflo,
oxaoio, unotpepei novouq. H appwaxia xou 0e- 
paneuexat, aAAa n Cwn tou and 5w i<ai nepa 
9a eivat enqpeaapevq ano xqv appwana xou.
30) Kdnoioq ondet xo nddi xou yia deuxepq cpopa 
oxo t5io aqpeio. Elvai oo|3apd ondoipo aAAa 
Oepaneuexat Kai avapdvexai va enioxpe+ei 
oxq tpuoLoAoyiKq xou qwq xuptq eninxuaeiq. 
HapoAa auxd unotpepei ano novouq.
31) 'Evaq aoGevqq pe k o p kCvo aio ndyKpeaq pplane- 
xai axo voooKopeio oxeoiaqei va yupioei a m -  
xi xou. H appwona xou e.tvai aoftapq, a A Ad 
o’ auxo to oxdSio unapxouv nepiQwpia va 8e- 
paneuxei. novaei, Kai KaxaAa^aivei oxi q /wq 
xou oxo ueAAov oe Oa eivai q L5ia onuq npiv.
A D
32) Meid and pia Kapdt gko npoupoAq evaq veoq dv- 
Opionoq eniaxpecpei oxq SouAeid tou Kai auvext- 
qei xqv KaQqpepivq xou £wq xwpiq npopAqpaxa.
• Fiovaet oxo oxqGoq, aAAa q neptntuoq xou 5ev 
qxav oopapq k g i  Bempelxai 8epaneuuevoq.
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FREE WORD ASSOCIATION QUESTIONNAIRE.
A P P E N D I X 3
WHAT COMES INTO YOUR MIND WHEN YOU READ THE FOLLOWING WORDS? 
PLEASE WRITE THE ANSWER NEXT TO EACH ONE
ILLNESS
DOCTORS
NURSES
HEART ATTACK
CANCER
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PATIENTS
CIRRHOSIS OP THE LIVER
HOSPITAL
MELANOMA OF THE SKIN
CANCER PATIENT
TUMOUR
3 6 4
FREE WORD ASSOCIATION.
GREEK VERSION
t i  >:a>: b p z k t a i  >:t o  i / t a a o  o t a k  a i a b a s s t s  t i > :  ii a f  a k  a t c  a
r?A4 *T E TO 1! A °AK A A 9  A ID A A AUG TEN KAQE 1/ 1 A
A P P E N D I X  3
A P P 2 X T I A
FI
NOXOKOMEX
K A P A I  AK!i j! PO X ES  AN
K A?i l  INOX
A X 6 E N E I Z P
K I P P O X I X  TOY y n A T O X
K020K0MEI0
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KK MN2 T I K 0 2  0TK07, TOY ASPtfATOX
X APK IN  Oil A 0 ! i  Z
OTKOZ
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A P P E N D I X  4
TWENTY SEVEN STRUCTUPLES DERIVED FROM THE MAPPING SENTENCE 
’....  AS INDICATED IN THE TEXT". ('CHAPTER 9 ) .
CODING CATEGORIES FOR FREE ASSOCIATION OF WORDS
1 +ve affective chronic
2 +ve affective both
3 +ve affective acute
4 -i-ve instrumental chronic
5 +ve instrumental both
6 +ve instrumental acute
7 +ve cognitive chronic
8 +ve cognitive both
9 -t-ve cognitive acute
10
11
12
13
14
15
16
17
18
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
affective
affective
affective
instrumental
instrumental
instrumental
cognitive
cognitive
cognitive
chronic
both
acute
chronic
both
acute
chronic
both
acute
19
20 
21 
22.
23
24
25
26 
27
neutral 
neutral 
neutral 
neutral 
neutral 
ne u t r a 1 
neutral 
neutral 
neutral
affective
affective
affective
instrumental
instrumental
instrumental
cognitive
cognitive
cognitive
chronic
both
acute
chronic
both
acute
chronic
both
acute
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A P P E N D I X  5B 
DATA MATRIX DERIVED FROM APPENDIX 5A BY CONVERTING THE
COLUMNS INTO ROWS AND BY DELETING THOSE CATEGORIES THAT-
DID*NOT OCCUR"IM THE D A T E . -
1. 00 00 00 00 06 00 00 05 00 4 00
2. 00 03 00 03 01 00 00 00 03 7 01
3. 00 00 04 03 00 02 01 05 02 2 12
4. 00 00 00 02 00 00 00 00 01 3 00
5. 15 00 00 03 00 00 00 02 17 0 00
6. 00 10 07 09 11 00 05 07 01 5 06
7. 09 00 00 00 02 00 00 07 02 1 00
8. 03 06 01 01 15 00 00 00 07 o 02
9. 00 00 03 00 00 29 22 02 00 1 00
10. 12 03 05 00 00 00 04 00 00 0 00
11. 00 00 CO 03 00 00 00 00 00 1 00
12. 02 00 00 00 00 00 03 05 00 I* 04
13. 08 00 07 00 00 02 05 12 00 3 04
14. GO 00 00 14 00 09 00 00 00 n 00
15. 00 00 00 00 0b 00 00 00 00 0 00
16. 00 05 00 00 00 00 03 00 00 0 00
17. 00 00 00 00 00 03 00 00 03 3 07
18. 01 00 00 00 00 ' 0 0 00 00 00 0 00
19. 00 06 12 03 00 00 00 00 00 0 00
20. 00 03 00 00 00 00 00 00 00 0 00
21. 00 00 07 01 00 00 00 00 00 0 00
22. 00 00 00 00 00 00 00 00 00 0 03
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A P P E N D I X  6 
TRANSLATION OF THE MAIN QUESTIONS USED AS PART OF THE
INTERVIEW WITH CANCER PATIENTS.
I. Why are you here?
2 . What do the doctors tell you?
3. What do you think about your illness?
4. Family atmosphere
5. How is everyday life in the hospital?
6.. Do you associate with other patients?
7. Do you need company or do you prefer to be alone?
8. What are you going to do when you leave the hospital?
9. What are your plans for the future?
10. What do you suffer from?
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MAIN QUESTIONS USED AS. PART OF THE INTERVIEW.
[GREEK VERSION]. !
ENAEIKTIKEX EPSTHXEI2 KAT'AATH XYNOMIAIA ME AZ0ENH
MapCVa' Kplxac 
I8-I-I985
I® I’i&t C fipCoxeoTe e6&;
A P P E N D I X  6
2. Oi eidtxoC eOd) Ta {3\£tcuv a a x p d p a T a •
EaeCc Tide; xa pAdxs'ie;
4 -  O i x o T S v e  ?
5* JTeaxe p.0*0 xd!C xepvaTe Tgv rpcpa Gag s6w; 
6 0 Ivi v e x £ tc a p e tt £'• £ dX Xo u c aoBeve C g :
7® Ai aO&veoOe ttiv avdyKE xapeaq f| TtpoTtyidTe va e t o r e  povoc aac;;
*8. ,  TC douXe.qd . x a y e x e ; .  . .
9 , TC M  x d v £ t s  <5t c l }2 ( S y c C ' te  a x ’ t o  N o o o x o j j l c C o ;
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IO.vTC &XXay.ox££H AiBxeTs via t o  peXXov;
i i ; rta 7ieaTe pouTulXt, aC exeTe, yia/iy Bev vt o  or)jieCwoa o t t]v apxp
ECvai xdTt 7to u Oa OeXaTp .va P-0l) rstTe Tp l v {pOyoT ‘kai 7ipiV on"c s}\>XT]Oa>AG p C L U T l X t l  J
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